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Life satisfaction pertains to a constructive attitude towards ones’ life in all aspects such 
as social constructs, relationships, economic and financial standing, health, and well-
being. These aspects influence the satisfaction of one’s life on a day to day basis. 
Infertility is the inability to achieve a biological child after a year of actively trying. Infertility 
predominantly affects women and there are many aspects of infertility that impact the life 
satisfaction of infertile women. In order to identify methods of improving the life 
satisfaction of infertile women, this study was designed to explore and describe the best 
practises utilised by South African women in improving Life Satisfaction whilst undergoing 
fertility treatments in the northern suburbs of Johannesburg. Anecdotal evidence 
suggests that the stress associated with infertility has a negative impact on the emotional, 
physical, psychological, and financial aspects of the lives of infertile women and this 
therefore negatively impacts the Life Satisfaction of these infertile women. 
 
This study was conducted in the northern suburbs of Johannesburg via online fertility 
support groups. The study was conducted in two (2) phases. Phase 1 was quantitative 
and utilised an online survey to recruit participants. The population consisted of infertile 
women (n=40) undergoing fertility at the various fertility clinics. Phase 1 assisted in 
identifying participants with a higher life satisfaction through its investigative nature by 
means of purposeful sampling. Phase 2 was qualitative and utilised standardised, semi-
structured, individual, cognitive interviews to interview the identified participants (n = 6) 
with a higher life satisfaction as identified from Phase 1 of the study. 
 
The interviews were transcribed verbatim, coded, and then thematically analysed to 
identify the themes as presented in this study as well as the resultant recommendations 
that emerged. The themes addressed the crucial support from various sources that 
infertile women relied upon, their holistic self-management through various means as well 
as the need for accessible and trustworthy information pertaining to various aspects of 
infertility. As a result, many recommendations for practice, education and research were 
devised and explained in terms of applicability to address and improve the life satisfaction 
of infertile women by successfully enhancing their current best practices as well as  
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OVERVIEW OF THE STUDY 
 
 INTRODUCTION AND BACKGROUND 
Infertility or involuntary childlessness, as defined by the American Society for 
Reproductive Medicine (2013:63), is the inability of a sexually active couple or a woman 
to conceive within one year of attempting to fall pregnant either naturally or by artificial 
means. Infertility is further categorised as primary or secondary infertility in reproductive 
medicine and is classified by the World Health Organisation (WHO) as (1) primary 
infertility - defines a woman or couple who have never been pregnant before, fail to 
achieve a pregnancy within the one to two-year timeframe of trying to conceive whereas, 
(2) secondary infertility - defines a woman who has achieved a pregnancy prior but now 
meets the criteria as that of a primary infertility individual (Kitchen, Aldhouse, Trigg, 
Palencia & Mitchell, 2017:86). 
 
In 2010, the WHO completed a study on the global infertility prevalence, they found that 
there had been an increase in infertility rates from 42 million in 1990 to 48.5 million in 
2010 (Mascarenhas, Flaxman, Boerma, Vanderpoel & Stevens, 2012:1-12). As shown in 
Appendix A it was presented that of the age group 20 – 44 years, 1.9% suffered from 
primary infertility (unable to have initial live births) and 10.5% were suffering from 
secondary infertility (unable to have additional births) (Mascarenhas et al., 2012:1-12). 
More specifically there is a 20 - 50% rate of couples experiencing infertility in sub-Saharan 
Africa of which at least 30% of this statistic are diagnosed as infertile (Pedro & Andipatin, 
2014:327-337). With the rise of infertility globally since 1990, 2.2% of South African 
women experience primary infertility and 12% are affected by secondary infertility 
(Mascarenhas et al., 2012:1-12). South Africa has seen an increase in the prevalence of 
infertility since 2007, as the Community Survey of South Africa (CSSA) saw the fertility 
rate drop from six live births in 1990 to less than three live births in 2007 per woman 





Dyer (2008:29-33) states that infertility in African countries is predominantly due to health-
related factors and that the cost for infertility treatment is relatively high and the solution 
to infertility or overcoming childlessness is often unmet. Initial fertility treatment that aims 
at reversing primary causes of infertility (endometriosis, tubal factors etc.) by surgical 
means is often unsuccessful, especially in the case of unexplained infertility (Aisenberg 
Romano, Ravid, Zaig, Schreiber, Azem, Shachar; Bloch, 2012:403-411; Kitchen et al., 
2017:86). Unexplained cases look at assisted reproductive technology (ART) treatments 
such as intracytoplasmic sperm injection (ICSI) and in vitro fertilisation (IVF) (Zegers-
Hochschild, Adamson, Dyer, Racowsky, de Mouzon, Sokol, Rienzi, Sunde, Schmidt, 
Cooke, Simpson, & van der Poel, 2017:393-406), the latter often being the treatment of 
choice (Kitchen et al., 2017:86). 
 
Fertility ART treatments are known to be very costly, emotionally draining, invasive and 
time-consuming (Aisenberg Romano et al., 2012:403-411). The stressful nature of these 
treatments whether successful or not are known to have a negative impact on an 
individual’s quality of life (QoL) (Kitchen et al., 2017:86) and overall life satisfaction 
(Masoumi, Garousian, Khani, Oliaei & Shayan, 2016:290-296). 
 
Life satisfaction (LS), much like QoL, is a complex notion of subjective well-being related 
but not limited to an individual’s physical and psychological health, level of independence, 
social skills, belief system and influence by environmental factors (Masoumi et al., 
2016:290-296). Chimes (2015) describes LS as “one’s evaluation of life, rather than the 
feelings and emotions that are experienced in the moment”. The role of fertility in 
psychological and sexual function is one of importance and a lack thereof (i.e. infertility) 
results in key mental, emotional, and social disorders not excluding a proven reduction in 
marital satisfaction and QoL (Masoumi et al., 2016:290-296).   
 
Infertility is known to cause great distress mentally and emotionally in infertile individuals 
(Luk & Loke, 2015:41). The inability of a woman to achieve motherhood can be 
considered a great determining factor of an affected individuals overall perceived LS 
(McQuillan, Stone, & Greil, 2007:955-981). The desire to have a family is often a life goal 
and evidence suggests that a hindrance or a blockage to a life goal, in this case infertility, 
results in a decreased LS (McQuillan, Stone & Greil, 2007:955-981). It was found in Iran, 
that infertile women in contrast to fertile women were less satisfied with their lives (Seyedi, 
Sadeghi, Bakhtiari, Ahmadi, Nazari Anamagh & Khayatan, 2016:105-112). There is 
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evidence from numerous studies that infertility does indeed affect the life satisfaction of 
female infertility sufferers (Seyedi et al., 2016:105-112). However, how infertile women 
deal with this pressure and the best practises these infertile women utilise to improve their 
life satisfaction is unknown.  
 
 PROBLEM STATEMENT AND RESEARCH QUESTION 
The researcher, being a Somatologist and clinical supervisor in a somatology clinic, has 
come across many women dealing with infertility on a day-to-day basis and has noticed 
that many of these women have a poor outlook on their life without children, which is 
linked to a decrease in LS (McQuillan, Stone & Greil, 2007:955-981). Motherhood is 
deemed a central factor in the identity of women, which enhances LS (Ben Shlomo, 
Pascal, Taubman Ben-Ari, Azuri & Horowtz, 2017:566-582). Pedro and Andipatin 
(2014:327-337) suggest that women reported feelings of emotional turmoil such as 
disappointment, anger and sadness accompanied with mixed emotions of optimism from 
fertility treatments which created severe psychological effects. Infertility related stress 
would significantly reduce LS (McQuillan, Stone & Greil,  2007:955-981) and is more 
profound in childless women with reported higher stress levels than women with children 
(Ben Shlomo et al., 2017:566-582). 
 
Although previous studies have been carried out on the life satisfaction of infertile women, 
studies within the South African context that focus on the best practises utilised by infertile 
women to try to improve LS, could not be traced. It is, therefore, unclear what best 
practises infertile South African women used to increase their life satisfaction. 
 
1.2.1 Research question 
To address the problem stated above, the question posed by this study was What are the 
best practises, utilised by infertile women in South Africa, to improve their own life 
satisfaction?  
 
 PURPOSE OF THE STUDY 
The purpose of this study was to investigate the best practises, used by infertile South 
African women, to improve their own LS, in order to explore and describe these best 
practises, as utilised by this group of infertile women whilst dealing with infertility. 
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 OBJECTIVES OF THE STUDY 
The above purpose was accomplished by fulfilling the following research objectives: 
 
- to identify infertile women undergoing treatment, with an increased LS; 
- to investigate current best practises utilised by the identified infertile women, to 
improve their own life satisfaction; and 
- to describe these best practices, as utilised by the identified infertile women. 
 
 RESEARCH DESIGN  
The researcher undertook this study in two (2) phases. Phase 1 was investigative and 
was therefore quantitative by nature. The quantitative aspect enabled the researcher to 
attain the sample population of infertile women with a higher LS score, by means of 
statistical analysis via a LS survey (Fugl-Meyer, Bränholm & Fugl-Meyer,1991:25-33). 
Phase 2 followed a qualitative, descriptive, and exploratory design (Ingham-Broomfield, 
2015:32-38). The nature of descriptive research allowed the researcher to describe the 
characteristics and/or behaviour of the sample population (Dudovskiy, 2017a:1). This 
descriptive design enabled the researcher to describe the best practises, utilised by 
infertile women with a higher LS, to improve their own LS. The qualitative aspect of this 
research was most appropriate for this study as individual semi-structured interviews 
allowed the researcher to engage more actively with participants than was possible with 
structured surveys (Platt, 2012). This will be discussed in more detail in chapter 2 (c.f. 
2.4.2) 
 
 RESEARCH METHOD 
As mentioned, the research method took place in two (2) phases.  
 
1.6.1 Phase 1 – Quantitative 
This phase aimed at identifying infertile women with a higher LS score. A survey method 
was adopted in Phase 1 to gather data by means of a self-administered questionnaire 




The population considered for this study were infertile women undergoing fertility 
treatments at fertility clinics in the northern suburbs of Gauteng, as well as infertile women 
that were part of South African fertility treatment support groups on Facebook. Population 
and sampling are discussed in-depth in Chapter 2. A pilot study was required for 
validation before commencing with the study as the LS questionnaire was adapted from 
previously used LISAT-9 questionnaires (Fugl-Meyer, Bränholm & Fugl-Meyer,1991:25-
33). 
 
1.6.2 Phase 2 – Qualitative 
Phase 2 was executed by means of individually interviewing the identified women in 
Phase 1, to determine the best practices utilised by  South African women, who have 
been diagnosed to be infertile, that presented with a higher LS score. A standardised, 
semi-structured, open-ended, cognitive interview method was utilised along with field 
notes and a reflective diary. This enabled the researcher to explore and describe the best 
practices utilised by infertile women in improving their LS. 
 
The participants from Phase 1 with a higher LS score made up the sample for this phase. 
Participants were chosen by first utilising the participants with the highest LS. Sampling 
continued until data saturation was achieved. This will be further discussed in chapter 2. 
 
A pilot interview was conducted in preparation for this study. The interviews were audio-
taped and transcribed verbatim and then analysed according to thematic analysis. This 
was accomplished by coding important information and thoughts, which were then further 
categorised and themed. 
 
 TRUSTWORTHINESS 
The aim of trustworthiness is to validate the argument that the research inquiry is notable 
and worthy (Elo, Kaariainen, Kanste, Polkki, Utriainen, & Kyngas, 2014:2). 
Trustworthiness was maintained by using the Lincon and Guba’s (Creswell & Poth, 
2018:253-287) model of criteria that consists of four (4) aspects: credibility, transferability, 
dependability, and conformability. Credibility ensures the accurate description and 
identification of the participants, transferability is the potential of findings to be applicable 
in other settings, dependability refers to consistency and stability of the data and 
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conformability is the impartiality or neutrality of the research (Elo et al., 2014:2). These 
four (4) aspects of trustworthiness will be explained in more detail in chapter 2. 
 
 ETHICAL CONSIDERATIONS 
The researcher obtained permission from the Faculty of Health Sciences Research Ethics 
Committee (REC) (REC-01-50-2018) (Appendix B) and the Higher Degrees Committee 
(HDC) (HDC-01-29-2018) (Appendix B) at the University of Johannesburg. Permission 
was also sought from the fertility clinics to recruit participants for data collection (Appendix 
C). The research population of women diagnosed to be infertile are considered very 
sensitive and private. Therefore, the researcher adhered to the following ethical 
principles: autonomy, beneficence, non-maleficence, and justice (Dhai & McQuoid-




All participants had the freedom of choice and were treated with dignity; participants who 
did not wish to participate did not come under any harm. Participation was voluntary, and 
participants that wished to withdraw from the study, could do so at any point without 
prejudice (Brink, Van der Walt & Van Rensburg, 2018:27-38). Informed consent was 
adhered to, and the researcher ensured that the participant had thoroughly read, 
understood, and signed the informed consent letters (Appendix D and Appendix E). 
 
1.8.2 Beneficence and non-maleficence 
The researcher ensured that all participants received, understood, and signed the 
informed consent letters (Appendix D and Appendix E). This letter provided the necessary 
information with regards to the purpose of the study, and consent was obtained without 
any threat or force. The researcher did not impose her beliefs and values on the 
participants and did not harm the participant in any way (Grove, Burns & Gray, 2013:213-
227). Participants derived no direct benefit from the study; however, there may have been 





The researcher undertook to maintain the right to privacy, confidentiality, and anonymity 
of research participants (Appendix D and Appendix E). During the study, no participants 
identity was shared, and neither did the names of the participants appear on the 
questionnaires or transcribes. Participant codes were used for reporting purposes. The 
researcher and the supervisors alone had access to the completed questionnaires and 
transcribes. The questionnaires, transcribes, and relevant data, are password protected 
and kept in a safe for two (2) years, after which it will be destroyed. Participants have 
access to the results upon request (Dhai & McQuoid-Mason, 2011:14-15). 
 
 OVERVIEW OF THE STUDY 
The overview of this study serves as a brief description of what each chapter entails. 
 
In Chapter 1, a brief introduction to the study is discussed. Within, this chapter, an outline 
of each chapter is stated. This chapter also introduces the reader to the study by providing 
background information on the context in which this study was conducted. This chapter 
gives mention to this study’s research question. 
 
Chapter 2 provides the methodology utilised in the study. A detailed description on the 
methods in which the study was conducted, data acquired and analysed as well as 
synthesising of data based on the outcomes of the analysis to reach the final outcomes 
and findings of this study. This chapter provides an understanding to the reader of how 
the findings were deduced by presentation of the data. 
 
Chapter 3 aims to present the findings that were derived from the analysed data of this 
study. These findings are substantiated by literature as well as inserts of the data 
collected. These findings lead to the formation of recommendations to the relevant 
parties, which is further discussed in chapter 4. 
 
In Chapter 4, focus is given to the recommendations that were developed from the 
findings in Chapter 3. This chapter also mentions the limitations and recommendations 





This chapter focuses on concluding the study for the reader. It provides the reader with 
an insight to the reasons the study was conducted, issues that emerged that would need 
to be addressed, as well as a summary of ethical considerations and trustworthiness. 
 
The following chapter provides a detailed account of the methodology chosen and utilised 




DESIGN AND METHODOLOGY 
2.1 INTRODUCTION 
In Chapter 1, a brief overview of the study was provided. Chapter 2 focuses on an in-
depth discussion of the research design and methodology used within this study, as well 
as to substantiate the choices made in this study. Background on the data analysis 
strategies used will also be included. 
As defined by Allen (2017:6-8), methodology is a description of how researchers conduct 
their studies by means of collecting data, analysing data, and the methods in which the 
researchers answer their investigative questions. The research methodology provides an 
insight on the data capturing techniques and procedures used, how the data was 
collected, interpreted as well as the methods used to present the findings (Howell, 
2015:17). Research methodology ensures that the goals and objectives as set out in 
chapter one is attained. It is an integral foundation to the research in answering the 
research question in the best way possible, to ensure the validity of the findings (Flick, 
2015:2-17). 
 
The aim and purpose of this study was to investigate infertile women with a higher life 
satisfaction (LS) and to further explore and describe the best practices utilised by these 
infertile women to improve their LS. The objectives of this study were as stated in chapter 
1 (c.f. 1.4) 
2.2  RESEARCH DESIGN 
As indicated in Chapter 1(c.f.1.5), the researcher undertook this study in two (2) phases. 
2.2.1 Phase 1 
Phase 1 was investigative and was therefore quantitative by nature. The quantitative 
aspect enabled the researcher to attain the sample population of infertile women with a 
higher LS score, by means of statistical analysis of a LS survey. 
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2.2.1.1 Quantitative research 
Quantitative research relies primarily on statistical data collection and analysis within the 
realm of social phenomena (Frey, 2018:2). The aim of Phase 1 of this research study was 
to empirically identify infertile women with the highest LS scores across a range of 
variables.  
 
The quantitative research approach is rooted in positivism and this allowed the researcher 
to create an unbiased understanding of the statistical data set (Allen, 2017:2). Minimising 
researcher bias allowed for a clearer understanding of the phenomenon in the data 
collection process (Allen, 2017:2). In, quantitative research, data must be quantifiable, 
and it is therefore collected by various means of which a survey was utilised for this study. 
 
In this study, the quantitative research approach enabled the researcher to accumulate, 
in numeric form, information that is of a sensitive nature that would otherwise be difficult 
to obtain by means of interviews (Coghlan & Brydon-Miller, 2014:2). This information was 
gathered by means of an online anonymous survey to identify the correct sample 
population for valid data as well as a 9-point LS survey that made use of a LIKERT scale. 
The LS survey identified participants that would then be suitable for Phase 2 of the study. 
2.2.2 Phase 2 
Phase 2 followed a qualitative, descriptive, and exploratory design (Ingham-Broomfield, 
2015:32-38). The qualitative aspect allowed the researcher to explore the lived 
experiences of women dealing with infertility through interviews with infertile women. It 
further enabled the researcher to describe these experiences as mentioned by the infertile 
women. 
2.2.2.1 Qualitative research 
The nature of the qualitative research design was most appropriate for Phase 2, as it 
allowed for the lived experience and reality of participants coping with infertility to be 
heard. Qualitative research methodology proposes to study the lived reality of individuals 
within a specific social context in relation to the phenomena that create an impact on 
these individuals’ lives (Mills & Birks, 2014:7-11). The primary aim of this qualitative 
research study was to investigate and describe the best practices used by infertile women 
in improving their life satisfaction. 
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Qualitative research provided the researcher with the freedom and fluidity of free research 
design in line with answering the research question (Mills & Birks, 2014:7-11). Lichtman 
(2014:10) states that the role of the researcher is integral in the gathering of data, and in 
the interpretation or understanding of the phenomena that was observed in the study. 
Qualitative data is collected through many approaches and measures (Flick, 2018:3-16) 
of which this study makes use of standardised, semi-structured audio-taped cognitive 
interviews as well as field notes and a reflective diary.  
 
The qualitative aspect of this research was deemed appropriate for this study as semi-
structured audio-taped interviews allowed the researcher to engage more actively with 
participants than was possible with structured quantitative surveys (Gubrium, Holstein, 
Marvasti, & McKinney, 2012:2-8). Further, the jotting down of field notes during 
interviews, enabled the researcher to immerse herself in full observation of the 
participants subtle expressions of body and facial language within the moment, which 
provided a rich decryption of the data collected that would otherwise be void on audio 
tapes.  
2.2.2.2 Descriptive research 
The nature of descriptive research allowed the researcher to describe the characteristics 
and/or behaviour of the sample population (Dudovskiy, 2017a:1). This descriptive design 
enabled the researcher to describe the best practises, utilised by infertile women with a 
higher LS, to improve their own LS. 
 
Descriptive research follows on the need for this qualitative study to be explicitly detailed 
in accuracy and description (Mason, 2018:190-219). This assists the researcher in 
making the data more comprehensive and available to individuals and participants 
interested in the research findings (Mason, 2018:187-219). The research and its 
corresponding findings, which will be discussed in Chapter 3, provided an insight into the 
various coping mechanisms and techniques used by infertile women to improve their 
overall life satisfaction. This provided data intended for improving the LS of future infertile 
sufferers, as well as assisting somatologists and professionals in providing coping 
mechanisms to these infertile women when dealing with them within their relative fields. 
 
We can thus define descriptive research as an attempt to describe what is happening in 
the lives of infertile women. The data was descriptive as it assisted the researcher in 
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understanding the lived experience of the participants in dealing with infertility and its 
effects on their life satisfaction. 
2.2.2.3 Exploratory research 
Slevitch (2011:73-81) describes qualitative research as being primarily exploratory by 
nature. This is so as it provides an investigative insight into the very context of the study 
to gain understanding in the reasoning and motivations underlying the facet of this study. 
This study pertains to infertile women and more directly the various methods and ways in 
which they improve their life satisfaction. 
 
Exploratory research forms the basis of descriptive research and enables us the flexibility 
to explore the best methods with regards to participant selection, data collection methods 
as well as research design (Layder, 2018:13). This further enables us to get a better 
understanding of the LS scores of these infertile women to create an improved 
explanation and insight of how they then achieve a higher LS score. This insight is 
achieved by means of identifying and personally interviewing the women with the highest 
LS scores. 
 
The flexibility of exploratory research allows the researcher to provide probing questions 
during the interviews once the definitive question has been asked (Layder, 2018:13-18). 
This enables the researcher to reach the objectives more easily without bias (Mason, 
2018:109-139) 
2.3 RESEARCH METHOD 
As mentioned in chapter 1 (c.f.1.6), the research method took place in two (2) phases.  
2.3.1 Phase 1 – Quantitative 
This phase aimed at identifying infertile women with a higher LS score. A survey method 
was adopted in Phase 1 to gather data (Kuivasaari-Pirinen, Koivumaa-Honkanen, 
Hippeläinen, Raatikainen & Heinonen, 2014:1-3). These surveys were self-administered 
via an online platform (i.e. google forms) whereby the participants received a survey 
(Appendix F) accompanied by a cover letter (Appendix G) inviting them to the study and 
informing the participant of the purpose of the study. 
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2.3.1.1 Population and Sampling 
The research study population refers to a group of individuals who share the same or 
common characteristics relevant to a study (Schreier, 2018:3). A research sample is a 
subset within a population. The research sample must fit the selection criteria specific to 
the study (Schreier, 2018:7). 
 
Purposeful sampling was used in this study (Nishishiba, Jones, & Kraner, 2014:15). 
Purposive sampling is a type of non-probability sampling that assists in selecting the 
sample by targeting specific interests within the target population that is information-rich 
in relation to the study question (Schreier, 2018:7). This form of sampling was deemed 
suitable, as participants were chosen by the researcher according to inclusion criteria and 
not randomly. 
 
This study was conducted in the northern suburbs of Gauteng due to convenience of 
fertility clinics within this area. The population targeted were individuals undergoing 
fertility treatment at fertility clinics. The researcher also gained access to fertility support 
groups on Facebook to recruit participants who met the criteria.  
 
Permission to recruit participants (Appendix C) was sought from each practice and from 
the administrators of the support groups. An advert (Appendix H) was set up in practices 
and on the support groups that granted permission to conduct the study, to elicit 
participation. Once participants contacted the researcher, the study information packs, 
and consent forms were distributed via e-mail to potential participants who met the criteria 
of inclusion (c.f. 2.3.1.2). Sampling continued until a sample size of 40 was reached 
(n=40). 
2.3.1.2 Inclusion and Exclusion criteria 
Inclusion and exclusion criteria refer to the measures used in sampling to identify suitable 
individuals for a study (Collins & Gray, 2015:3-22). Inclusion criteria are all those 
attributes of the sample that are essential for participation, whereas exclusion criteria are 





The following participants were eligible to participate in the study: (1) Patients attending 
the infertility clinics or support groups; (2) Patients who had signed the relevant consent 
form (Appendix D) and, (3) Female infertility sufferers (both primary and secondary 
infertile participants).  
 
The following participants were not eligible to participate in the study: (1) infertile males; 
(2) Patients who had failed to sign the consent form and/or patients with missing consent 
forms and, (3) patients who had failed to complete the full survey as that would render 
biased results. 
2.3.1.3 Data Collection 
Data was collected via self-administered, structured, closed, and open-ended questions 
on an online platform (i.e. google forms) via a link e-mailed to participants. The survey 
(Appendix F) was divided into the following sections: Section A - biographical data and 
Section B - 9 life satisfaction scale (LISAT-9) questions.  
 
Data was collected and then statistically analysed by the researcher who plotted the 
information on a spreadsheet on MS Excel (c.f. 2.3.1.6) for data analysis prior to 
commencing Phase 2 of the study (c.f. 2.3.2). 
2.3.1.4 Conducting the survey 
A poster advert (Appendix H) was created to invite participants to partake in this study. 
Consent was sought from fertility clinics and administrators of online fertility support 
groups as indicated earlier (c.f. 2.3.1.1). These poster adverts were placed in fertility 
clinics in the northern suburbs of Gauteng. Adverts were subsequently placed on the 
online fertility support group platforms on Facebook. 
 
Participants who had shown interest in the study contacted the researcher via e-mail or 
WhatsApp. This survey was conducted on the Google Forms online platform. A link was 
e-mailed or messaged to the participants. Once the form was completed it would 
automatically be submitted via e-mail to the researcher. 
 
The form comprised of an informed consent (Appendix D) as well as a survey (Appendix 
F) comprising a Section A and B. Section A consisted of questions such as age, number 
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of children and fertility status. This was imperative to identify whether the participant is a 
primary or secondary sufferer and to compare the relevant life satisfaction of each subset. 
Section B prompted information regarding their apparent life satisfaction and was 
measured using the LIKERT scale of 1 – 6, with 1 being very dissatisfying and 6 being 
very satisfying. The LISAT-9 assisted in identifying infertile women with a higher life 
satisfaction for Phase 2. The LISAT-9 survey utilised in this study was adapted from a 
validated survey in a study on life satisfaction of adult swedes and is free to use by 
permission of Sage Publication (Fugl-Meyer, Bränholm, & Fugl-Meyer, 1991:25-33). 
2.3.1.5 Pilot Study 
A pilot study needed to be conducted as a vital step in the preparation of the study. This 
provided the researcher an opportunity to ensure that the study instruments are valid and 
reliable (Jihyun, 2018:1-4). A pilot study was required for validation within this study’s 
context before commencing with the study, as the LS survey was adapted from previously 
used LISAT-9 survey. This Pilot study assessed the effectiveness of the chosen sampling 
and recruiting technique. 
 
The pilot study was conducted with 3 participants who had met the inclusion criteria for 
the study. The pilot study made it evident that the survey did elicit data that was relevant 
to enable continuation to Phase 2 of the study. To ensure that females only partook in the 
study, the researcher included a gender question which would continue with further 
questioning for females only or would terminate if male.  
 
During, the pilot study, the researcher noted that participants were uncertain of whether 
they fell into primary or secondary infertility (question 5 – appendix F). The researcher 
overcame this by providing a brief description of each in the question. As this study 
pertained to infertile women who were currently receiving treatment, the researcher 
added the question “are you currently receiving treatment from a fertility clinic?” to meet 
the inclusion and exclusion criteria. 
 




2.3.1.6 Data Analysis 
Data analysis is the describing of data accumulated by means of statistical techniques to 
give the data meaning (Flick, 2018:3-16). Phase 1 was statistically analysed and plotted 
by use of MS excel. The researcher made use of the graphs and tables as formed by 
google forms. This data was plotted onto an MS excel spreadsheet to create ease of 
reference and understanding of the data set. The statistics gathered on the spreadsheet 
on MS Excel made apparent those participants who scored higher in the total sum on the 
LS scale. This analysis, as per the developer guidelines, to total the scores of the 
individual surveys, assisted the researcher in identifying the infertile women with a higher 
LS score to obtain the relevant sample size and population for Phase 2 (c.f. 2.3.2). 
 
2.3.2        Phase 2 – Qualitative 
Phase 2 was executed by means of individually interviewing the identified women in 
Phase 1 (c.f. 2.3.1.6), to determine the best practices utilised by infertile South African 
women that presented with a higher LS score. A standardised, semi-structured, 
individual, cognitive interview method was used along with field notes and a reflective 
diary. Standardised, semi-structured interviews facilitated relative ease of comparison 
and analysing of data as the same open-ended questions were posed to all 
participants/interviewees (c.f. 2.3.2.3) (Morse, 2014:193-205). 
2.3.2.1 Sampling and Data Saturation 
Purposive sampling is the deliberate selection of a group who have the exact attributes 
related to study (Collins & Gray, 2015:80-100). In, this study, the participants from Phase 
1 with a higher LS score made up the sample for this phase. Cognitive interviewing was 
used whereby participants were chosen by first using the participants with the highest LS. 
Cognitive interviewing is purposive by nature and requires a small sample size of a group 
with specific attributes i.e. highest LS scoring (Collins & Gray, 2015:80-100). This form of 
sampling was suitable for this study as participants were chosen according to inclusion 
criteria specific to this study (c.f. 2.3.1.2). 
 
The sample size was not pre-determined. Sampling continued until data saturation was 
achieved. Data saturation is when no new information emerges from the participants and 
repetition sets in. The sample size and data saturation are interconnected as the sample 
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size is only determined by the number of participants interviewed before repetitive themes 
are identified and data saturation has occurred (Collins & Gray, 2015:80-100). A total of 
6 participants were interviewed. 
2.3.2.2 Sampling Criteria 
The importance of purposively selected criteria is to ensure that the participants have the 
necessary characteristics suited for the specific study to define the sample (Tjora, 
2018:20). Sampling criteria provides reasoning for the selection of participants to elicit 
substantial data for the study (Collins & Gray, 2015:80-100). The inclusion criteria for this 
study were: infertile women undergoing fertility treatments at fertility clinics in 
Johannesburg, the women were either primary or secondary infertility sufferers. 
2.3.2.3 Data Collection 
Qualitative data collection is not numerical by nature, it utilises audio and text to provide 
meaning to the data collected (Byrne, 2017a:40-45). The identified participants (c.f. 
2.3.1.1) from Phase 1 with the highest LS scores were then individually interviewed by 
the researcher by means of standardised, semi-structured, individual, cognitive interviews 
in a private setting convenient for the participant and conducive to the interviewing 
process. These interviews were audio taped.  
 
The data of this study was collected through standardised, semi-structured, individual, 
cognitive interviews. Probing was used to further explore the responses of the 
participants. Additionally, the researcher kept a reflective dairy and took field notes to 
identify possible bias through bracketing. 
2.3.2.4 Standardised, semi-structured, individual, cognitive interviews 
Qualitative data is most commonly generated by means of interviewing (Tjora, 2018:93-
104). Byrne (2017c:2) refers to interviewing as the process of asking the participant 
questions to elicit data. This study utilised standardised, semi-structured, individual 
cognitive interviews to explore and describe the best practices utilised by infertile women 
in improving LS. This form of interview was most suitable as it allowed the researcher to 
deal with the emotions and experiences of the participants in a more personalised manner 




Cognitive interviewing methods were practised as it required a small sample size based 
on specific criteria of the participants specific to this study (Collins & Gray, 2015:80-100). 
This allowed the researcher to derive a direct understanding of the participants’ practices 
in dealing with infertility. 
 
The interviews were standardised, which Byrne (2017b:3) implies is a means of excluding 
the researcher or interviewer from the data collection process. The interviewer thereby 
cannot impact the data in any way, the role of the interviewer is mainly to direct the 
questions at the participant and probe where is necessary (Byrne, 2017b:3-10). This 
allows the interviewer to ask the questions exactly as is worded and to conduct the 
interview in a conversational style. 
 
The use of semi-structured interviews is a widely used method in qualitative interviews 
(Roulston & Choi, 2018:233-249). Semi-structured interviews allow free flow conversation 
based on participants’ response to the researcher’s open-ended question. The use of 
open-ended questions in semi-structured interviews allows the interview to be more 
flexible and informal, allowing the participant to feel at ease and relaxed (Roulston & Choi, 
2018:233-249). The questions are pre-determined; however, the researcher is able to 
change the question formulation to elicit a richer response based on the responses and 
circumstances during the interview (Tjora, 2018:93-94). 
 
These individual, semi-structured interviews were conducted by means of face-to-face 
interviews, video call interviews as well as telephonic interviews. Individual face-to-face 
and video call interviews allowed the researcher the opportunity to observe the participant 
throughout the interview process. This enabled the researcher to note down the 
responses, emotion and attitude displayed by the participant which cannot otherwise be 
witnessed via telephonic interviews. 
2.3.2.5 Field notes 
Written observations recorded by the researcher during or post interview of the participant 
are integral in understanding and remembering what was observed (Tenzek, 2018:564). 
The researcher made used field notes whilst the interview was taking place to record the 
participants’ body language and behaviour when responding to questions. The 
researcher further placed emphasis on highly detailed note taking post interview to reflect 
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on the interview that had just taken place. Field notes that are highly descriptive and 
specific provide for rich and thick descriptions of the data (Tenzek, 2018:565).  
 
Ravitch (2018:677) states that observations are a form of data triangulation to assist in 
contextualising the data which in turn assists in validating the data gathered from the 
interview. The researcher took the necessary steps to ensure the field notes, although 
subjective, were as neutral as possible. 
 
The taking down of field notes, further allowed the researcher to be subjective by means 
of reflecting on what was observed and making note of these reflective observations 
(Tenzek, 2018:565). By reflectively taking field notes, the researcher was able to provide 
her own speculation for the occurrence that was noted. The field notes added depth to 
the study and assisted in coding and analysing the interview data (Ravitch, 2018:677). 
2.3.2.6 Reflective diary 
The researcher made use of reflective practice in the form of a reflective diary. The 
reflective diary allowed the researcher to collect her thoughts and write them down. This 
journal taking allowed the researcher to reflect on the process in order to learn from the 
experience and improve or adjust and adapt the technique accordingly (Hase, 2014:676-
678). 
 
In retrospect, the reflective diary provided an experiential story. The researcher was able 
to express the experiences and feelings in a descriptive and non-judgemental way, which 
assisted in increasing the researchers’ credibility by means of validation. This allowed for 
triangulation. 
2.3.2.7 Preparation for interviews 
The participants who had been identified with the highest LS from Phase 1 were 
contacted via e-mail to partake in the interviews of Phase 2. Participants who had 
volunteered to participate in the interviews were informed of the interview process. Given 
the sensitive nature of this study, participants were provided with the option of face-to-
face interviews, video calling, or telephonic interviews and participants would then inform 




On commencement of the interview, the researcher asked the participant for verbal 
consent for the research study, as well as verbal consent for the interviews to be audio 
recorded (Appendix E). The researcher also verbally informed the participant of their right 
to withdraw at any given time during the process. Permission to conduct the study was 
given in Phase 1 by the participants. 
 
For face-to-face interviews, the researcher ensured to be there in advance to ensure a 
suitable interview environment and to familiarise herself with the participant to create 
ease. Participants that preferred video calling or telephonic interviews would be notified 
15 minutes prior to the agreed upon time. Each interview would last approximately 30 
minutes. Audio taping would only commence once consent was given. The researcher 
aimed to create a sense of security for the participant by maintaining a relaxed and casual 
atmosphere allowing the participant to speak openly albeit the sensitive nature of the 
study (Tjora, 2018:93-97). 
 
The researcher used a voice recording interview app on her mobile device. The device 
was placed between the researcher and the participant to capture the dialogue. 
Participants that were interviewed telephonically or by video calling were informed when 
recording commenced. The researcher would jot down notes during the interview process 
for possible probing questions and to note down the observations made (c.f.2.3.2.5). The 
researcher informed the participant about the storage and use of the audio recordings 
and the change of identifying data to protect the participant. 
 
The following two questions were asked:  
1. What methods and strategies do you utilise to increase your own life satisfaction 
whilst dealing with infertility? 
2. What resources would you like available to you to further improve your life 
satisfaction? 
 
The researcher would make use of prompting or probing questions, when necessary, to 
assist the participant in the right direction. Probing was used if the answer was vague or 
the researcher did not quite understand what was being said in order to get more 
information. Probing statements most effectively used were “how did this assist?” or 
“that’s interesting, what more can you tell me about…”. Probing questions were only 
utilised if it seemed that the participant was slightly unsure of the question posed. 
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The researcher made use of keywords also known as interview guides that led to a more 
apt response to the question posed (Roulston & Choi, 2018:233-249). These keywords 
were not read as part of the questions and were only used as prompts to encourage the 
participant (Tjora, 2018:128).  
 
The interviewer played a very minimal role whilst the participant was talking to avoid 
thought interruption. At, the same time, the researcher made the participant feel 
comfortable by use of minimal responding visual cues such as a nod of the head. Verbal 
cues like “yes, yes”, “hmm”, “I see” and “alright” were also used as minimal response to 
show that the researcher was always attentive. 
 
At, the end of the interview, the researcher thanked the participant for the contribution to 
the study. The participant would be reminded that they could e-mail the researcher any 
thoughts they might have post interview regarding the questions asked. The researcher 
would then conclude the interview. The interviews were conducted in 2019, over a period 
of 6 months (May – October). 
 
2.3.2.8 Pilot Study 
A pilot study was conducted on one identifiable participant to ensure questions posed 
were of a suitable nature for the interview. This ensured that the researcher had posed 
the correct questions to obtain the desired response from the participant. A Pilot study 
assisted the researcher in selecting concise language to ensure good understanding by 
the participants (Kim, 2018:1254-1255). 
 
The pilot study enabled the researcher to get acquainted with the interview process and 
identify interview guides or probing questions that would be required for the actual 
interviews. The pilot study proved that the questions were of a suitable nature and it was 
evident that it elicited the desired response. Therefore, the researcher did not have to 
change the formulation of the question in any way and was able to commence with the 
interviews. The pilot interview was included in the data set that underwent data analysis. 
2.3.3 Data Analysis 
Data obtained in Phase 2 of this study was analysed through open coding (Urquhart, 
2013:46-49). The interviews were transcribed verbatim without any attempt to correct any 
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grammatical errors (Clark & Ivankova, 2016:217-260). Themes and categories were 
identified and coded from the collected data (Kuckartz, 2014:35).  
 
The interviews were transcribed manually by the researcher. The researcher listened to 
the audio recordings and the resulting data was transcribed verbatim. To capture the 
response accurately, the researcher replayed segments of the interview at a time. All 
thought processes and utterances were included in the transcript in an attempt by the 
researcher to create deeper understanding of the context or nature of the interview 
(Roulston, 2013:297-312). A sample of the participant interview transcript is provided in 
Appendix I. 
 
Marshall and Rossman (Kuckartz, 2014:4) define data analysis as “a process of bringing 
meaning to raw, inexpressive data that is necessary whether the researcher's language 
is standard deviations and means or rich descriptions of ordinary events. Raw data have 
no inherent meaning; the interpretive act brings meaning to those data and displays that 
meaning to the reader through the written report.”. 
 
Qualitative data analysis enabled the researcher to describe in detail the lived experience 
of women suffering with infertility and their methods and strategies utilised to improve 
their life satisfaction. Therefore, the data analysis provides meaning to the collected data 
set. This study utilised thematic analysis to achieve this. 
2.3.3.1 Thematic Analysis 
Thematic analysis is the examination of textual sources, such as the interview transcripts 
and field notes used in this study to identify themes (Byrne, 2017b:2). Thematic analysis 
of the data identifies these reoccurring topics and ideas known as themes, which are then 
utilised to create a bigger picture or better understanding of what it is the participant 
eludes to (Hawkins, 2018:1757-1758). In this study, the data was analysed by means of 
a widely used method formulated by Hopf and Schmidt (Kuckartz, 2014:35) which 
consisted of the following steps: developing categories based on the data; creating a 
guideline for the analysis; coding the data; setting up tables and overviews of the themes; 
and in-depth interpretation of the data. 
(1) Develop categories based on the data - The researcher read and examined the 
transcripts thoroughly. The researcher then made notes on the transcripts of possible 
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ideas and categories. The researcher aimed to gather a full understanding of the 
participants’ response and interaction. 
 
(2) Creating a guideline for the analysis - On familiarising herself with the data, the 
researcher further summarised the categories and placed emphasis on those of 
importance and relevance. This step assists in reducing the data set, eliminating that 
which is of no relevance. 
 
(3) Coding the data - The main categories created in step 2 were then coded. The coded 
data was then assessed for emergent themes and sub-themes. The data was then 
divided accordingly. Coding that which is meaningful and related to the research 
question is of importance. Coding should be as open, flexible, and inclusive as 
possible (Terry, Hayfield, Clarke, & Braun, 2017:17-36). 
 
(4) Setting up tables and overviews of the themes - The emergent themes and sub-
themes from step 3 were then placed in tables. These tables included the frequency 
in which a specific theme was highlighted. The themes were further cross analysed 
by these tabular categories. Only data that were relevant to the themes were used. 
This step aimed at making apparent what each theme was about. 
 
(5) In-depth interpretation of the data - A detailed interpretation and description was 
provided for each theme. These themes were further backed by supporting literature 
and their related themes. 
For the analysis to take place the researcher appointed an independent coder. The clean 
transcripts were handed over to the coder who used the same thematic analysis steps as 
mentioned by the researcher. On analysis of the data, the coder and the researcher 
discussed the emergent themes comparatively, and consensus was reached on the 
themes and sub-themes. 
2.3.4 Role of the researcher 
In qualitative research, the researcher plays an integral role in informing the reader of the 
objectives and the processes used by the researcher to interpret the study data to further 
present the findings thereof truthfully (Sutton & Austin, 2015:226-231). A qualitative 
researcher has to place herself in the shoes of the participants to understand their lived 
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experiences and in so doing to be as true and as just to the participants. The researcher 
must face a challenging task of accessing the participants’ emotions, thoughts, and 
feelings, especially when the research involves a topic of a very personal nature, as is 
with this study. The researcher should always therefore uphold autonomy to protect the 
participant data (Iphofen & Tolich, 2018:540-541). 
 
Qualitative research allows the personal thoughts and observations of the researcher to 
be included, as long as they are explained and made explicit. This lends to qualitative 
research being naturally interpretive. Although this is a natural occurrence, as the 
researcher is an instrument in the data collection process, the researcher should always 
maintain to remain as unbiased, impartial, and objective as is possible (Iphofen & Tolich, 
2018:540-541). In doing so, the researcher can capture and report the true essence of 
what is being said by the participant to create an unbiased understanding (Sutton & 
Austin, 2015:226-231). 
 
According to Iphofen & Tolich (2018:540-541), bias in the interpretation of the data can 
be avoided by the use of a reflective diary and field notes that articulate and capture the 
setting and thoughts presented in the interpretation of the data and its relevant findings. 
To further understand any possible bias of the researcher, it is imperative to understand 
and note the context of the researcher. With regards to this study, I the researcher have 
significant input in this study as I have been in contact with infertile women as a 
Somatologist and clinician in the somatology clinic for nine (9) years. As a Somatologist, 
I the researcher have spoken to infertile women who attended the clinic for relaxation and 
stress relief whilst dealing with infertility. It is with this in mind that I the researcher have 
the preconceived notion that there are various coping strategies and mechanisms in place 
as utilised by infertile women to further improve their own life satisfactions whilst dealing 
with infertility. It is for this reason that the researcher found the need to investigate the 
best practices utilised by infertile women to improve life satisfaction. The outcome of this 
study would further equip somatologists and health care professionals dealing with 
infertile women to best assist and guide infertile women towards best practices that could 
possibly improve their life satisfaction.  




To set aside researcher bias, preconceived notions, and ideas as well as individual 
experiences is referred to as bracketing (Eberle, 2014:184-200). Bracketing prevents the 
researcher from influencing the participants’ understanding of the research phenomenon 
by withholding any beliefs, assumptions, and knowledge the researcher has with regards 
to the participants’ lived reality (Chan, Fung & Chien, 2013:1-7). 
 
Bracketing assists in the validity of the study (Chan, Fung & Chien, 2013:1-7). This 
research study achieved bracketing by means of semi-structured open-ended questions 
whereby the participant was not given and leading questions but was only probed where 
necessary for better understanding. Bracketing was further accomplished by means of a 
reflective diary that documented the researcher’s thought processes and interpretations 
throughout the study. The reflective diary enabled the researcher to reflect back on any 
interpretation of data that was collected in the moment to avoid any possible influence 
from the researcher (Tufford & Newman, 2010:80-96). 
 
2.3.6 Literature control 
Literature control is the means of using existing data to assist in creating, interpreting, 
and/or backing discussions on the findings of the study (McGregor, 2018:177-204). The 
literature control further refers to prior literature related to the study and correlates with 
findings that are relevant to the study. Concisely, the literature places into context and 
supports the findings produced by the study to highlight existing data as well as to 
highlight what the researcher has discovered in the study. 
The literature control will be included with the findings in chapter 3. 
2.4 RELIABILITY AND VALIDITY 
The reliability and validity of this study is concerned with Phase 1 of the study. 
 
Reliability addressed any inconsistencies in measures, ensuring that it was stable and 
could be utilised repeatedly with confidence, that the sample results would not fluctuate 
(Singh, 2007). Without reliability there is no validity (Dudovskiy, 2017b). Validity is defined 
as the assurance that the instrument measures all the elements of the construct that are 
to be measured (Grove, Burns & Gray, 2013:213-227). Construct validity apprises 
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whether the instrument used measures the theoretical construct that it is expected to 
measure (Grove, Burns & Gray, 2013:213-227). The researcher aimed to ensure 
reliability by validating and assessing the instrument’s consistency, ensuring that it was 
reliable and produced minimal error in the study. The instruments had undergone a pilot 
testing to ensure that it was valid and reliable. Reliability and validity were further secured 
using these instruments in other studies. 
2.5 TRUSTWORTHINESS 
Trustworthiness was maintained by using the Lincon and Guba’s (Merriam & Grenier, 
2019:23-26) model of criteria that consists of credibility, transferability, dependability, and 
confirmability. 
2.5.1 Credibility 
Credibility was ensured by allowing participants to express their own constructs, views, 
and opinions with regards to the study phenomenon, by means of extended engagement 
through the qualitative interviews (Merriam & Grenier, 2019:23-26). Triangulation was 
ensured by using multiple data sources to obtain a diverse view in order to validate 
conclusions made (Korstjens & Moser, 2018:120-124). In this study surveys and 
interviews were used at different times and in different context. The use of an external 
coder assisted in establishing credibility of the coding to further clarify and confirm the 
findings without any researcher bias (Sutton & Austin, 2015:226-231). 
2.5.2 Transferability 
To ensure the findings were transferable between the researcher and those being 
studied, thick descriptions of the methods were done (Korstjens & Moser, 2018:120-124) 
in chapter 3 of the write-up. These were included throughout the research study by 
thorough descriptions of the research context and processes observed in the study 
(c.f.2.3) to allow for applicability in a greater array of research studies and settings 
(Merriam & Grenier, 2019:26-28). This also included a literature control. Lastly, purposive 
sampling was used to select information-rich cases. 
2.5.3 Dependability 
Dependability refers to the stability or consistency of data over time and over conditions 
(Korstjens & Moser, 2018:120-124). This ensured transparency and possible repetition of 
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such a study by other researchers allowing for triangulation to occur. Triangulation was 
ensured by means of an external coder in the analysing of the data to allow validity and 
reliability of the conclusions (Merriam & Grenier, 2019:26-28). In this study, all aspects of 
the research were fully described and recorded during publications. Also, the study made 
use of a code-recode procedure as described in Tesch’s Analysis (Creswell, 2013). 
2.5.4 Confirmability 
Confirmability was used to establish the value of the data (Korstjens & Moser, 2018:120-
124). The suggested best practises were the result of inquiry, and the researcher avoided 
being biased. A reflective dairy and written field notes supported the interviews, which 
further ensured triangulation. And external coder was used to ensure a consensus of the 
data was reached without any researcher bias. 
2.5.5 Reflexivity 
Reflexivity was ensured by writing a reflective dairy and reflecting on own experiences 
during the data collection phases of this study (Korstjens & Moser, 2018:120-124). The 
findings were further supplemented with the field and reflective diary notes collected by 
the researcher. These methods of self-reflection allowed the researcher to critically 
analyse the position of the researcher in relation to the study that may affect the study 
(Merriam & Grenier, 2019:30-31). 
2.6 CONCLUSION 
The focus of this chapter was predominantly focused on the design, and methodology 
used in this study. The research design of Phase 1 focused on the quantitative aspects 
of this study. Whereas the research design of Phase 2 focused on the qualitative, 
descriptive, and exploratory aspects of this research study. The research methodology 
described in-depth the processes of sampling, collecting data, and conducting as well as 
analysing the data of both phases of this study. It ensured that the reader was fully aware 
of the research process by means of transparency through the reliability, validity and 
trustworthiness that was explained in detail and maintained throughout the research 
process. 
 
In chapter 3, the reader will be enlightened on the findings of the study along with an in-




FINDINGS AND DISCUSSION OF THE STUDY 
3.1 INTRODUCTION 
The findings pertaining to this study are described and discussed in-depth in this chapter. 
The findings were derived from the data collected from the participants by means of the 
standardised, individual, semi-structured, audio-taped cognitive interviews as discussed 
in chapter 2 (c.f. 2.3.2.3). To ensure triangulation throughout the data collection process, 
data analysis, as well as the discussion of the findings in this chapter, the researcher 
made use of field notes and a reflective diary as is mentioned in chapter 2 (c.f. 2.3.2.3). 
 
The purpose of this study was to investigate, explore and describe the best practices 
utilised by infertile women to improve life satisfaction whilst dealing with infertility. The 
study sample comprised of infertile South African women attending fertility clinics in 
Gauteng. These infertile women either suffered primary or secondary infertility and were 
currently undergoing assisted reproductive technology (ART) treatment at these fertility 
clinics. The objectives of this study were achieved by means of allowing the participants 
to describe their lived experiences of dealing with infertility and the methods and or 
practices in which they best dealt with their individual infertility journeys. This enabled the 
researcher to obtain an insight into the best practices utilised by these infertile women to 
improve their life satisfaction whilst dealing with infertility. 
 
As mentioned in chapter 1 (c.f.1.6), as well as chapter 2 (c.f.2.3) this study took place in 
two (2) phases comprising of a life satisfaction survey and interviews.  
 
3.2 LIFE SATISFACTION SURVEY 
Phase 1 made use of a Life Satisfaction (LS) survey. The LS survey allowed the 
researcher to identify participants with the highest LS score and addressed objective 1 of 
this study (cf. 1.4). A total of 40 participants completed the LS survey. The participants 
were all females, who suffered either primary or secondary infertility, undergoing various 
assisted reproductive treatments at fertility clinics in Gauteng. The participants were of 
varying ages, ethnicity, religions, and backgrounds. Furthermore, the participants 
42 
 
suffered different medical conditions that contributed to their individual infertility statuses. 
This assisted the researcher in obtaining a wider view and understanding of the best 
practices utilised by these women in improving life satisfaction whilst dealing with 
infertility, as each woman had a unique set of factors that impacted their life satisfaction 
based on their infertility. The outcomes of the LS survey were ranked from a higher to 
lower LS score, as is evident in Figure 3.1 below. 
 
 
Figure 3.1: Life satisfaction score of participants (compile by the Researcher, Denath, 
2020) 
 
The above figure (figure 3.1) shows that the highest total LS score was 52 and the lowest 
total LS score was 31, with an average score of 41. The decrease in life satisfaction (lower 
score) is attributed to the infertility treatment procedures and its negative impact it has on 
the infertile woman’s physical, psychological, and financial aspects of life (Dembinska, 
2016:146-158). Dembinska (2016:146-158) states that infertile women undergoing 
reproductive procedures that had better support structures, were able to accept their 
infertility status, which in turn helped the infertile women cope better with infertility, 
thereby increasing life satisfaction (higher score). These support structures are friends, 
family, partners, and medical doctors as was identified in this study (c.f. 3.4.1). Infertile 
women who were able to practise self-coping methods were able to reduce the stress 
related to a poor life satisfaction, thereby resulting in an improved life satisfaction as 
opposed to infertile women who did not practice self-coping methods who suffered more 



































Horowtz, 2017:566-582). It is on this premise that this study aimed to identify the infertile 
women with the highest life satisfaction scores in order to identify the best practises 
utilised by them in improving life satisfaction whilst dealing with infertility. 
 
The participants with the highest LS score from Phase 1 were then individually 
interviewed in Phase 2 by means of two (2) standardised, semi-structured, open-ended 
cognitive interview questions. The use of open-ended semi-structured interviews allowed 
the participants to delve into and explain in-depth their own lived experiences with minimal 
interruption or researcher guidance. The questions posed were as follows: 
 
1. What methods and strategies do you utilise to increase your own life satisfaction whilst 
dealing with infertility? 
2. What resources would you like available to you to further improve your life 
satisfaction? 
 
In the process of data collection, six (6) participants were interviewed, after which data 
saturation occurred. All participants were English speaking. Interviews were thus 
conducted in English. The interviews were done face-to-face, telephonically and over 
video call, depending on the interview style that the participant was most comfortable with 
given the emotional, private, and sensitive nature of the interviews. Data was gathered 
from these individual interviews within an average time frame of 40 minutes. The 
researcher made use of field notes and a reflective diary to capture the body language, 
behaviour and emotion of the participants whilst being interviewed to provide a rich 
description and understanding of the data collected. The taking of field notes allowed the 
researcher to subjectively provide speculation for the occurrence that was noted, and this 
furthermore added depth to the study and assisted in coding and analysing the interview 
data (Tenzek, 2018:565). 
 
3.3 CENTRAL STORY LINE 
The central story line refers to the components of meaning that this study has acquired. 
Within the context of this study, the central story line or meaning obtained, is in essence 
the findings, themes and sub-themes that developed predominantly in the data set by 




The central story line of this study is that infertile women found that crucial support from 
various sources, as well as the opportunity to talk about their experiences, are of the best 
practices to improve life satisfaction. The infertile women managed themselves 
holistically in different ways according to their own personal preferences and further 
pointed out the need for accessible and trustworthy information to enable informed and 
tough decisions. 
 
In the discussion to follow, the findings that emerged from the responses of the 
participants were centred around remaining positive through external support structures 
and holistic self-management, albeit all the frustrations and false hope surrounding 
infertility. Table 3.1 illustrates the themes and sub-themes that emerged from the data 
analysis and findings of the infertile women undergoing infertility treatments. These 
findings will be described and discussed at length in accordance with the central story 
line. Interview quotes are used to ensure participants’ voices are central to the discussion 
of the findings, these quotes will be identified by a descriptor (e.g. P1) to ensure that all 
participant voices are heard. The ‘P’ refers to the participant(s). 
 
Table 3.1 Themes and sub-themes of best practices utilised by infertile women to 
improve their life satisfaction whilst dealing with infertility 
THEMES SUB-THEMES 
1. Crucial support from various 
resources 
1.1. Partners  
1.2. Close family members and friendships 
1.3. Online support groups and social media 
1.4. Clinic doctors and nurses 
1.5. Medical aid 
2. Holistic self-management 2.1. Talking about own experience 






3. Accessible and trustworthy 
information 
3.1. Treatment options and process 
3.2. Infertility therapist guidance 
3.3. Ask questions 
3.4. Nutrition 





3.4 BEST PRACTICES UTILISED BY INFERTILE WOMEN IN IMPROVING LIFE 
SATISFACTION WHILST DEALING WITH INFERTILITY 
The participants shared their stressors experienced because of infertility, as well as the 
ups and downs of anticipating a pregnancy, followed by disappointment and failure time 
and time again whilst undergoing fertility treatments. Through these many stressful 
experiences, the participants expressed the need to talk about their lived experience; they 
found the desire to speak to women undergoing similar processes and failures, who are 
able to understand their emotions. They expressed feeling less isolated as soon as they 
shared their experiences. It appeared that partners were their main support structures 
and displayed a great deal of patience during the ongoing treatments and attempts to fall 
pregnant. 
 
Albeit the women did not easily fall pregnant from these fertility treatments; they 
maintained a positive outlook by means of not dwelling on the idea of pregnancy. They 
practised hobbies and/or went on holidays to ease the stress and take their minds off the 
process. Alternately, their jobs contributed to their well-being as a result of the distraction 
it offered on a daily basis. 
 
The biggest disappointment was expressed in the lack of medical aid support, as 
treatments are costly and financially draining. They wished to create more awareness on 
infertility and the challenging journey attached to fertility treatments. The need for this was 
emphasised in the lack of knowledge made available to them regarding fertility treatments 
and its diverse options. These themes and their relevant sub-themes will be explored and 
discussed to create a full understanding of how these infertile women deal best with the 
stress of infertility to improve their life satisfaction. 
 
3.4.1 Crucial support from various resources 
Support is perceived by participants in this study as a means of coping with infertility. 
Kroemeke and Kubika (2018:1-2) state that the most effective support structures and 
methods are often unnoticed by an individual and further state that receiving support 
allows for a higher state of well-being. Understanding the influences of external sources 
that impact the life satisfaction of these infertile women assists in identifying additional 
means of assisting infertile women in the coping process as well as further enhancing the 
life satisfaction of these infertile women. The participants utilised various resources of 
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support such as partners, close family members and friendships, online support groups 
and social media, the use of informational support from clinic doctors and nurses as well 
as the financial support of medical aid. 
 
3.4.1.1 Partners 
The participants of this study elaborated on various occasions the importance of the roles 
and support their partners played in their infertility journeys. Due to the stress and emotion 
in the difficulty attached to achieving conception, infertile women often felt they were 
letting their partners down (Dembinska 2016:146-158). This importance was emphasised 
in the following quote: 
 
“So, having him (husband) meant knowing that, because…sometimes you have this 
fear thinking but if I can’t have kids…you know, how does my partner feel? 
Umm…would they rather be with somebody then that can have kids! Because you 
kind of feel inferior as, as a female…you know…because you like…naturally this is 
what I am supposed to do, and I can’t!” P1. 
 
The aforementioned quote shows the frustrations and fears attached to infertility in 
relation to how they fear it might affect their marriages or relationships. Assisted 
reproductive technology (ART) treatments related to infertility are extremely stressful and 
are known to impact the health of spousal relationships (Kroemeke & Kubika, 2018:2-3). 
The health of a relationship plays an integral role in life satisfaction and a threatened 
relationship would thereby significantly have a negative impact in life satisfaction as a 
whole (Ben Shlomo et al., 2017:566-582). In, another instance, the participant mentioned 
that her partner was the driving factor for pursuing numerous infertility treatments as 
stated: 
 
“I was okay with whatever the outcome would be, because initially…umm…it was 
one cycle after the other and you never really get a break and emotionally it is very 
taxing…umm…and I, I had resigned myself to the fact that I was only prepared to try 
one more time and that the outcome didn’t actually matter to me anymore. It was for 




This indicates that the partner’s role played an integral role in the emotional stability of 
the individual in terms of understanding what the infertile women was going through with 
each cycle of treatment. This further alludes to how exhausting the fertility process is and 
that understanding and support from the partner eased this (Asazawa, Jitsuzaki, Mori, 
Ichikawa, & Shinozaki, 2020:1-11). The participants then went on to mention the various 
roles their partners played in easing the stress associated with the fertility process as a 
couple. 
 
“Umm…I also listened to my partner…uh…in terms of saying that his 
very…umm…he calms me because his…he’ll say some stuff like, look we’ll try…but 
if it doesn’t work it’s still fine, it’s okay if we can’t have kids...it’s okay! We still have 
each other” P1. 
 
The participant went on to further say: 
 
“so…so having somebody say that to me…umm…then makes me feel better. So, it 
helps me to cope in that instance.” P1 
 
“umm…my husband understands that, and he supports…he supports me in whatever 
decision I make. If I tell him I’ve done two rounds…I’m tired, I don’t want to go through 
it again because it’s financially, physically and emotionally draining…he’ll say it’s 
okay and won’t force me.” P1. 
 
The participant drives the notion that a partner who is attuned to the trying process 
associated with fertility treatments is less likely to add further pressure on the infertile 
woman. The participant further mentions how infertility impacts life satisfaction by 
mentioning how emotionally, physically, and financially draining it can be. These factors 
are known to directly affect and lower one’s ideal life satisfaction. 
 
In a study that tested the effectiveness of spousal support to improve quality of life of 
infertile men undergoing infertility treatment, it was found that decrease in the quality of 
life of both male and female counterparts was directly linked to the stress as well as 
physical burden of these treatments (Asazawa et al., 2020: 24). Furthermore, the female 
patients were said to suffer mentally with stress, anxiety, and depression due to the 
distress associated with ART treatments (Asazawa et al., 2020:23). 
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Another participant mentioned how her partner’s support encourage her to pursue fertility 
treatment but without spousal pressure as mentioned previously. 
 
“uh, okay. I’d have to say it was a really…tough journey for me. Um…but the thing 
that helped me most or the support that I had was from my husband. Uh, simply 
because he was very encouraging towards it and he was a person that would not 
easily…uh…give up on the whole process. Like we would have a lot of pressure from 
outsiders and uh…you know…just from your day to day…uh…you know like social 
life you wou(ld)…I would get a lot of pressure from that. Uh…but I would say…I think 
that my partner would play a very big role in supporting me. You know…uh…like I 
would say he was very encouraging and uh…uh he had a lot of hope and faith that 
uh…you know even though the odds were against me in every possible way with my 
story of infertility…uh…he still had a lot of uh…you know you can say faith and hope 
that it would, it definitely would happen someday. Umm…but we just have to stand 
together to make it happen. So that was my…that was my main…that was my, you 
can say my main support, or say lifeline that got me through the whole journey, uh, 
ja.” P3. 
 
This quote insightfully displays that albeit the participant being negative to the fertility 
process, her spouse displays an incredibly positive outlook. This positive outlook provides 
an encouraging support to the participant without any added pressure. It is this support 
that helps this participant get through the process without any major impact on the 
relationship and thus relates to a better life satisfaction (Asazawa et al., 2020:31). The 
participant also mentions having faith, and this alludes to spiritual self-management that 
will be discussed in 3.3.2 (c.f.3.3.2.2). 
 
“uh, keep to myself…I,I mean reference to my spouse as well right” P5. 
 
In the above quote, the participant mentions how her husband would support her by 
isolating with her when she felt the need to isolate herself in certain instances. This type 
of support can be said to reassure the infertile women that they were not in this alone, 
allowing the women to feel that their spouses felt the same emotion as them and as a 
result reassured them of their understanding and strengthened their relational closeness 
(High & Steuber, 2014:157-178). The understanding and support of a spouse was not 
always evident, as is made mention of in the following quote: 
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“My husband and I could talk about it, sort of, but he didn’t really…get it.” P4. 
 
Considering that infertility does create an extensive amount of stress on a marital couple, 
the support of a spouse is often deemed unmet, which in turn results in conflict and 
increased stress in the relationship (High & Steuber, 2014:157-178). It is in this instance 
that the infertile women turn to the support of family and friends (c.f.3.3.1.2).  
 
3.4.1.2 Close family members and friendships 
The participants repeatedly expressed the need of relationships with family members and 
friends outside from the support of their partners and/or spouses. Zakaria, Ijon and Yusoff 
(2018:414) state that family is a great support structure in times of need and hardship, 
furthermore, many women find comfort in the ease of which they are able to contact 
friends when in need.  It was evident, as mentioned previously (c.f.3.3.1.1) that spousal 
or partner support was not always adequate, and the participants would then rely on 
family and friends in that instance. This was made mention of in the following quotes: 
 
“…and there’s those days when you feel like you’ve just had enough…umm…and 
sometimes you might speak to your partner…and they can understand only to an 
extent…because…they not going through…emotionally they not going through the, 
the what you’re going through emotionally, physically…umm…and…they can only 
offer you some empathy to a certain extent.” P1. 
 
“…I shared with my close friend group because I realised that, like, to manage this 
alone was, was, was going to be the end of me. Uh…so I, I involved them so that I 
could…I, I had someone to talk to and share with. My husband and I could talk about 
it, sort of, but he didn’t really…get it.” P4. 
 
It is worthwhile to note that the researcher was attuned to this frustration that the 
participants felt towards the lack of understanding from partners, as was noted in the 
following reflective diary quote: 
 
“It is amazing how the participants that mentioned that their partners did not always 
understand them portrayed this frustration through hand gestures, eye rolling, tone of 
voice and sighing. This shows that it has quite an impact on their emotional state.” 
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In the above-mentioned quotes, the participants’ primary reason for relying on friends and 
family was due to the notion that sometimes there might be a lack of understanding from 
the spouse. This understanding can be deemed an emotional understanding and moral 
support that seems can only be provided by the female relationships and friendships 
(Zakaria, Ijon & Yusoff, 2018:407-418). Women are said to be more empathetic than men, 
empathy is the ability to relate to and deeply understand the emotional state of the next 
person unselfishly (Christov-Moore, Simpson, Coude, Grigaityte, Iacoboni & 
FrancescoFerrari, 2014:605-621). Women tend to relate to women when it comes to 
feminine issues, in this event, fertility, as it can be said that women would prove more 
empathetic to the situation than men as they relate better to the emotions surrounding 
motherhood. Empathy in this instance is vital, as the lack of empathy has been proven to 
negatively impact the health and well-being of individuals (Christov-Moore et al., 
2014:605). The support structure provided by these relationships has proven to be a 
relied upon source of comfort and reassurance, which in turn helped improve life 
satisfaction. This can be validated in the following quotes: 
 
“umm…and then I also have very close family like my sister and my 
mother…umm…that…umm…I speak to that constantly ask, “how’s things going?”. 
P1 
 
“…has been something that my family are very…umm…supportive of.” P2. 
 
“and…uh…umm…Ya, your family, if they…obviously, I think if they are 
understanding… and understand what you go through then…uh…you…it helps you 
to deal with it better.” P5. 
 
The participants’ use of close family members as a support structure is evident in the 
above-mentioned quotes. High and Steuber (2014:157-178) state that social support 
such as that provided by family provides both physical and psychological benefits for 
stressed infertile women that promote a positive life satisfaction. Close relationships such 
as that of family and close friends are conducive to supportive communication (High & 
Steuber, 2014:157-178). Participant 5 mentions in her quote that this support is likely 
subjective to the understanding of the family member, to the situation that the infertile 
women face. In, the instance of lack of understanding from family members the women 
go on to mention the support of friends as is mentioned in the quotes below. 
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“My…I have best friends…uh…you know…umm…ask “how can we help? Can we 
maybe come to you to the clinic?” …uh…for appointments. So, I think it’s just the, 
the support. Umm…emotional support…uh…people that, that speak to you and 
understand.” P1. 
 
“Umm…at the same time one of my very close friends then started going through an 
IVF journey as well. So, we relied quite heavily on each other.” P4. 
 
“…certain people would help. Right. Um…people obviously in the same situation as 
you. Similar scenarios uh, Ya, that would help…the support of friends!” P5 
“Ya, umm…support and understanding from friends. Is a major…a very major, 
um…part of it. Their support…umm…their…Ya, their being there for you all the time. 
So, having the correct person, people…who can understand and understand your 
situation.” P5. 
 
High and Steuber (2014:157-178) state that the primary sources of relational support for 
infertile women are spouses/partners, family, and friends. It can be gathered from the 
above quotes that the participants found comfort in the understanding of women, who 
were going through the same or similar instance as themselves regarding fertility. This 
was more so purely because there was a sense that these women could relate to the 
emotional nature of their infertility journeys (High & Steuber, 2014:157-178). This notion 
of support from women who have lived the same reality is evident in the mention of 
infertility support groups by participants. This will be discussed in-depth in the next point 
(c.f. 3.3.1.3). 
 
3.4.1.3 Online support groups and social media 
The infertile women i.e. the participants of this study mentioned on numerous occasions 
the need for support. Many took comfort in the support of their partners/spouses (c.f. 
3.3.1.1) and or close family members and friends (c.f. 3.3.1.2). Groll (2017:1) states that 
infertile women find it hard at times to talk to friends and family about their issues due to 
lack of understanding, and that it is in this situation that speaking to others with similar 
lived realities, by means of online support groups can be beneficial. This lack of 
understanding is evident in the following participants’ quotes: 
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“Because it’s such a unique problem set and literally, I had really been through it. My 
friends couldn’t quite get it, my mom was trying so hard to be supportive, but asking 
all the wrong questions. Like, it just felt like I was under so much pressure all the 
time.” P4. 
 
“So, if there is someone going through it …uh…it’s good to speak to them. Like, 
if…you know…like it’s, it’s a lot of the times…we would find if we would speak to 
someone who has not gone through it, they can sort of console you in a way, but they 
really don’t know what you going through. So, it really helps to speak to someone 
that’s going through the same.” P3. 
 
In, the first quote, the participant elaborates on the pressure that comes about when 
speaking about infertility to close friends and family that did not understand the difficulties 
associated with infertility. It is in the latter that many of these participants mentioned the 
ease of speaking to women, more specifically women that were walking the same journey.  
 
“um…there…certain people would help. Um…people obviously in the same situation 
as you. Similar scenarios uh, ya, that would help.” P5. 
 
As mentioned by the above participant, it can be said that the participants found speaking 
to someone who had been through the same and or similar journey, easier and the 
support more significant as they were able to relate to each other (Grunberg, Dennis, Da 
Costa, & Zelkowitz, 2018:80-89). It is on this note that we elaborated further on the role 
of support that these women provided to fellow infertile women on fertility support groups 
by the means of the following quotes: 
 
The participants went on to mention that this type of support was found through online 
support groups. 
 
“…I found a lot of online support. I joined support groups.” P4. 
 
“okay…so…umm…I think…umm…being part of the support groups for women that 
are infertile has helped me tremendously. Because you then understand that you’re 
not alone…umm…in this…umm…in this scenario and you not alone 
battling…umm…this, this monster that we call infertility.” P1. 
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“Uh…but once you start speaking to people on this group, be it online or even I’ve 
made friends that I can meet…you know physically speak to. Umm…that has helped 
me because you know they say, “we know what you’re going through, we understand” 
and…uh… “but this is how we’ve coped”. So, I take advice from people that are going 
through it…” P1. 
 
“Uh, aside from speaking to someone that uh sort of is going through the same thing, 
speaking to someone or a group that’s been through the treatment themselves, really, 
really helped me with, with this journey…I definitely say…and I, I …even though the 
supp(ort)…this women…she’s been through…she went through it and it was 
unsuccessful. Even if it was unsuccessful, she was very encouraging.” P3. 
“because people are going through the same emotions that you’re going through. So, 
then I just go through the comments and I just read through it and then…so I 
understand I’m not the only one with a bad day…and I’m not…I’m not the only one 
going through this…it’s normal.” P1. 
 
“I, I normally go onto it if I’m actually looking for something…umm…or when I need 
that encouragement.” P1. 
 
These infertile women found comfort in knowing they are not alone and that many women 
share the same emotions and discomforts that come with infertility. This type of support 
can be very comforting and encouraging (Grunberg et al., 2018:80-89). One of the biggest 
roles that support groups played was that of an information base (Brochu, Robins, Miner, 
Grunberg, Chan, Lo, Holzer, Mahutte, Ouhilal, Tulandi, & Zelkowitz, 2019:1-12). The 
participants relied on the support groups when uncertain of anything related to infertility 
due to the lack of free information they would receive from their doctors (Groll, 2017:2).  
 
“…I really place a lot of reliance on the fertility groups where people give advice in 
terms of…umm…how to address…umm…like, with the IVF process itself, I was not 
sure of how to go about…how do you do it? What does it entail? How much does it 
cost? And I found that the support groups were actually quite helpful in that, you could 
post any question…umm…and then get that knowledge from there you know is, is 




“…you know the doctors are pressed for time and you won’t actually get uh…what 
can I say…the advice you actually need at that time from the doctors themselves. 
Uh, so, definitely the support groups would be a…a you know a great option…” P3. 
 
The support groups also provided anonymity, this was important for the infertile women, 
given the sensitive and personal nature of infertility (Grunberg et al., 2018:80-89). The 
support groups provided a safe space for infertile women to speak about it openly without 
being judged. The following quotes provide insight on the latter: 
 
“…I don’t think we talk about it openly and freely…or we’d wanna join support groups  
or anything in that sense…that’s because we worried about the stigma that 
comes…that comes with it, I think. Or being…fear of being judged. So, no, I rarely 
talk about it. I don’t, um…talk about it in public.” P5. 
 
“a lot of people don’t share this information…with other people around them. It…it’s, 
it’s not a…yes, it’s personal…but I think there’s kind of like a stigma attached to it.” 
P1. 
 
“…we don’t talk about it, it’s quite taboo, even though it’s so common. So, Ya, that 
also kind of like…I guess the stigma also associated with it was a frustration…” P4. 
 
Globally, infertile women are culturally and socially discriminated against and stigmatised 
for their inability to conceive (Hodin, 2017:1). Dr Sheryl Vanderpoel from the Reproductive 
Health and Research Department at the World Health Organisation (WHO) says “the 
stigmatization can be extreme in some countries, where infertile people are viewed as a 
burden on the socioeconomic well-being of a community (Cui, 2011:877-953). Stigma 
extends to the wider family, including siblings, parents, and in-laws, who are deeply 
disappointed for the loss of continuity of their family and contribution to their community. 
This amplifies the guilt and shame felt by the infertile individual,” she says (Cui, 2011:877-
953). The above participants share how they feel there is a stigma attached to infertility 
that makes it difficult to speak to people knowingly about it. This is where the online 
support groups come into play. 
 
Bedi, Ferrell and Harris (2019:1552-1557) conducted a study on the experiences of 
participating in online fertility support groups. The researchers noted that the participants 
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of these online support groups felt less isolated and stigmatised as they were able to 
speak openly about their infertility and this in turn assisted them in coping better (Bedi, 
Ferrell & Harris, 2019:1552-1557). The following quotes then go on to show how the 
participants used the anonymity of the support group to speak about infertility. 
 
“to be able to talk about it freely, without being judged or questioned…” P5. 
 
“…the people in the support group are not people you know. Uh, so they probably 
not gonna be judgemental towards you…” P3. 
 
“…I actually quite like the anonymity of the online groups.” P4.  
 
“I don’t talk to my, my other friends or fam(ily)…I, I use that method and I’m so actively 
involved in it (support groups). It, it’s what keep me sane. Right.” P4. 
 
“So, uh…it really makes a difference to have these support groups. And 
uh…especially the fact…and sometimes it really helps if you don’t know these people 
from anywhere……you know people are not judgemental towards you because you 
don’t know these people.” P3. 
 
It can be gathered from the above that support groups in general were a means of 
support, gathering of information for treatment options and it assisted the participants in 
coping with it by means of encouragement from others as well as the understanding that 
they are not the only ones dealing with infertility. More than anything, it can be gathered 
from the data that online support groups provided a safe platform for the women to speak 
openly and freely without being judged. 
 
3.4.1.4 Clinic doctors and nurses 
The clinic doctors and nurses which are the first line of interaction for any infertile women 
should also play a support structure. The need for information on treatments offered by 
the clinic doctors and nurses to infertile patients is an imperative support structure in 
coping with infertility (Read, Carrier, Boucher, Whitley, Bond, & Zelkowitz, 2014:390-395). 
The participants make mention of this with significant importance and at the same time 
allude to the fact that this support is at a bare minimum. 
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“So, in terms of information…umm…I think that plus my clinic is really good. Any 
questions, I have the fertility co-ordinator on e-mail, on WhatsApp…umm so she is 
always available to answer my questions…so I don’t ever feel that I don’t know.” P1. 
 
“…they (are) quite good with their communication. So, from the doctor to the fertility 
co-ordinators.” P1. 
 
“…because I see, sometimes I look on the group and I’m like…people ask umm, 
“should I be taking this or…should I? [things that should be known]. Yes…and I…I’m 
like didn’t your co-ordinator tell you this [yes, ask your clinic sister] Yeah. So, so this 
should’ve been explained to you upfront.” P1. 
 
“Umm…but I met a new doctor and…umm…there was a kind of a new sense of 
hope…umm…just in the way that he, he made me feel emotionally and I think most 
of that was down to the fact that he was prepared to sit for, for long and time didn’t 
really matter…so, I was able to ask as many questions as I wanted…”  P2. 
 
“uh, the third clinic which I have only just started at. I can already feel that extra care, 
that extra attention.” P5. 
 
“So, we (are) quite fortunate, and now we actually seeing a new uh clinic and they, 
they quite clued up…” P6. 
 
“…doctors who take the extra, thee umm…thee extra initiative to be there 
themselves for you……That too would um…play an important role in 
improving…improving things.” P5. 
 
In the study conducted by Read et al. (2014:390-395), it was noted that psychosocial 
support from the fertility clinics was lacking and that this was a crucial need by the infertile 
participants. This type of psychosocial support should be a service provided by the fertility 
clinic by means of fertility therapist guidance councillors, and the like. This is mentioned 
by a participant: 
 
“…I was at fertility clinic B* and they didn’t have a fertility therapist. I literally had 
to…there’s two people I got referred to and that was it. Hose were my only options. 
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So, that was also, that was also, a challenge. It would have, I would have preferred 
more options. I mean I loved the lady I ended up with. She’s been my saving grace.” 
P4. 
 
It can be noted from these quotes that the participants did not find this extra care and 
dedication from the doctors and nurses from all clinics, and that this was only found when 
having changed doctors or clinics. The lack of appropriate time, patience and aftercare 
from the clinic nurses and doctors will be discussed further in 3.3.3 (3.3.3.1 and 3.3.3.2). 
 
3.4.1.5 Medical Aid 
In an article in The Mail & Guardian (2016:1), it was stated that in South Africa the cost 
for infertility treatments ranges from R14000 upwards depending on the medications and 
procedures required for individual cases. Findings from this study suggest that infertility 
treatments were very costly and financially taxing on the participants. This monetary 
impact has a huge role in lowering overall life satisfaction on a day-to-day basis. This is 
evident in the following quotes: 
 
“A lot of ladies that are infertile can’t go for IVF…because of the financial constraints.” 
P1. 
 
“…we’re going through it physically; we’re going through it emotionally. But at the end 
of the day as well that financial strain…it’s a big strain.” P1. 
 
“um, for medical aid to cover it completely. I mean it exhausts you financially. It adds 
a lot of stress on a couple.” P5. 
 
The participants mentioned how it affected them financially, to the point where they were 
also limited on treatment options as they could not afford the treatments. Some mentioned 
how they were fortunate enough to afford the treatments but that there were many who 
could not afford IVF at all, and this stripped them of the possible joy of being parents 
through these means. Dr Lawrence Gobetz, a fertility specialist at Vitalab, a South African 
fertility clinic, stated that the cost of fertility treatments was exorbitantly high, and that 
medical aid would only pay a minute portion of the bill and says that infertility “is an illness” 
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and that medical aid schemes should contribute to it to make it more affordable to many 
who do not possess the financial means to seek treatment (The Mail & Guardian, 2016:1).  
 
The participants of this study went on to elaborate how the need for medical aid was 
crucial and that it would be a welcomed support structure in their infertility journeys.  
 
“Well none of my treatment was covered by medical aid…at all (laughing). So, uh, it 
would be nice if medical aid does cover, because it’s getting so common…it’s getting 
quite common for people to be, to suffer from uh infertility.” P6 
 
“…medical aid are so unhelpful! Because this is, this is not only like psychological 
and you know this is, is very physiological elements here too…and the medical aid 
was just so…you know I am on medical aid…the websites unhelpful, the people don’t 
know about (infertility)…like it, it’s not considered a medical condition in my 
experience and that was a huge frustration.” P4. 
 
“So, company A*, which is a chartered accountant’s medical aid fund, has two 
options; uh…but you have to be a chartered accountant, either yourself or your 
spouse. In order to join the medical aid, and they pay for the, for the IVF…because 
they recognise…umm…that it’s for them…it’s a coping mechanism for their 
uh…members…uh, uh…to then also help them fall pregnant but also have better 
quality of life.” P1. 
 
The last quote makes mention that certain professions have access to medical aid that 
covers assisted reproductive treatments. If this is so, then surely medical aids across the 
board could follow suit and reach out to the many women facing infertility. It can be said 
that lack of support from medical aid was discouraging and disheartening for the infertile 
women. 
 
According to Kiesswetter, Marsoner, Luehwink, Fistarol, Mahlknecht, and Duschek, 
(2019:1-12) the low success rate of infertility treatments together with its financial burden 
negatively impacts the life satisfaction of infertile individuals in many life areas, and the 
need for support to improve these life areas that are negatively impacted are necessary 
to improve overall life satisfaction. It can be gathered from this section that support 
through partners, family and friends both physically and online was crucial to participants 
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in coping mentally and emotionally with infertility. The participants also voiced how care 
and support from the clinic doctors and nurses made them feel more secure and well 
informed whilst receiving the fertility treatment to ease the stress of the treatments. The 
financial impact that infertility and its related treatments had on participants allowed them 
to express the need for medical aid to step up and support them financially to ease the 
financial burden. All these above-mentioned points prove that support in its various 
means and resources were essential in improving life satisfaction across all areas of the 
participants’ lives.  
 
The participants not only relied on these support resources. The participants of this study 
also alluded to various other mechanisms of self-management that also assisted them in 
improving their life satisfaction whilst dealing with infertility. These mechanisms will be 
explored and discussed in-depth in the following section. 
 
3.4.2 Holistic self-management 
The infertile women practised various means of holistic self- management. These 
practices were conducted individually according to each participant’s lifestyle factors and 
personal preferences. 
 
According to Yazdani, Kazemi, and Ureizi-Samani (2016:56-60), the stress related to 
infertility is capable of threatening the mental health of infertile women, however, they 
also noted that this is dependent on the individuals self-coping mechanisms to assist in 
alleviating the stress of infertility by cognitively and behaviourally managing the stress of 
infertility in one’s own capacity. 
 
The infertile women practised these holistic practices by means of talking about their 
experiences, practising psychological self-management as well as the use of spiritual, 
social, physical, and recreational methods of managing their infertility. 
 
3.4.2.1 Talking about own experience 
The participants shared the stress experienced with infertility. This stress is related to the 
anticipation of a pregnancy only to be disappointed by a failed treatment cycle (Zagami, 
Roudsari, Janghorban, Bazaz, Amirian, & Allan, 2019:95-104). It is a vicious cycle of ups 
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and downs, as can be gathered from the participants’ own lived experiences of dealing 
with infertility. The participants’ proved to self-manage these stressful experiences by 
means of the points previously mentioned under 3.3.1. The theme that carried through 
was that these women felt less alone the moment they shared and spoke openly about 
their individual experiences with those who understood.  
 
“I’m very open! So, when people ask like, “when you having kids?”. I’ll be like, no, I’m 
going for IVF and this is what’s happening” P1. 
 
The above quote points out that the participant was not afraid to speak up about her 
infertility when approached. She would share her process and not spare any details 
regarding her treatment. The following quote shows how another participant took comfort 
in the realisation that vocalising her infertility to others was necessary for her to cope. 
 
“ You know we grow up with…little girls become wives, become moms…and it’s what 
you do and it’s the societal whole and we don’t talk about it…so it also becomes a 
personal vision. I, I kind of like…ugh…talk about it to anyone and 
everyone……uh…and that also brings me a little bit of comfort. Just talking about it 
and getting it out there.” P4. 
 
The participant sheds light on how motherhood is part of a natural life cycle of every 
woman. It shows the societal pressures that women face regarding womanhood and 
motherhood. This pressure only makes dealing with infertility harder for infertile women. 
In an article by Schafer (2019:1), due to this unique nature of infertility and its taboos, that 
is only understood by those who have experienced it, it is stated by her that these infertile 
women should seek fellow infertile women to speak about it, whether it be physically or 
by means of online platforms.  The participant necessitates the need to speak about it 
and further states how open she was to the conversation of infertility in the following 
quote: 
 
“I, I, I became a very huge fan of talking about it…” P4. 
  
The participant then goes on to state in the next quote, the outlets she uses in terms of 




“…I’m also quite vocal now about fertility……I’m quite vocal on Facebook…” P4. 
 
Vocalising and speaking about one’s infertility and the stress related to it can be 
considered a coping mechanism or practise that infertile women used to console 
themselves and to thereby create a sense of positivity (Shreffler, Greil, & Mcquillan 
2017:644-658). This in turn helped to improve the life satisfaction of these infertile women. 
This is evident in the following quote: 
 
“…positivity would come from speaking about it more. You know I would feel that if I 
speak to someone about it, it was actually consolation for myself…” P3. 
 
Another participant mentions the following: 
 
“you, you would never believe…once you start talking about it…there are so many 
that are actually affected by infertility. So many.” P6. 
 
She further states: 
 
“…it’s good to talk to people. You know there’s so many people that are affected by 
infertility.” P6. 
 
In both the aforementioned quotes, the participant mentions how she started talking about 
it. The participant states that from speaking about it she realised that she was not the only 
one affected by infertility. This creates a consolation for her as she is not alone in the 
struggle, and so she says that speaking about it is good as it brought about a support 
structure for her. In an article by Hinton (2016:1), she mentions that access to the 
experiences of others that suffered infertility was valuable as it assisted one in 
understanding that you are not alone in the process and what you are experiencing and 
this helped the infertile women get through the day. It is evident how infertility affects so 
many women, yet it is a subject that is not easily discussed and there is a lack of 
information on as will be discussed in 3.3.3 (c.f. 3.3.3.1). The following quote makes 
mention of how rife infertility is: 
 
“There’s hundreds of women…that’s…if not thousands…that are going through infertility. 
Umm…and it’s not something to be ashamed of…”  
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The decision to speak about infertility and tell one’s private story of infertility is not an 
easy one, by not speaking about it the infertile sufferers are at risk of isolating themselves 
further causing more distress and so speaking openly in a safe space helped one garner 
support and encouragement for oneself and for others alike (Hinton, 2016:1). The mere 
fact that infertility is so rife, warrants the need for women to speak about it to not only 
create awareness for fellow infertile women, but as a coping mechanism and support 
structure (Grunberg et al., 2018:80-89). It can be said that speaking about it was a form 
of psychological practice, as mentioned in the following quote: 
 
“…advising them and advising yourself at the same time…keep on giving yourself 
reminders.” P3. 
 
The participant shares how speaking about it helped feel as though she was advising 
fellow infertile women who felt just as isolated and confused as she was. In doing so, it 
became a mechanism of self - management as she was constantly creating positive 
reminders for herself by speaking about it to others. This is one of many psychological 
practices used by infertile women, as discussed in the next point (c.f. 3.3.2.2). 
 
3.4.2.2 Psychological practices 
The hope and the despair associated with infertility treatments provide significant 
emotional distress that result in psychological distress due to the anxiety and depression 
related to the unrealistic expectations of the treatment (Zagami et al., 2019:95-104). 
There are many ways and resources that one can utilise in these instances, as mentioned 
in 3.3.1 to alleviate this psychological distress. It was evident from this study that infertile 
women loved to talk about and share their experiences on their infertility journeys to help 
them overcome any distress. This is stated in the following quote: 
 
“I had someone to talk to and share with.” P4. 
 
Further, it can be said that these women spoke freely about it once they came to terms 
with their infertility status.  
 




The participant goes on to state: 
 
“I have come to terms with the fact that it’s an underlying medical condition, I’m trying 
my best…” P1. 
 
The participant uses the psychological practice of mindfulness and of accepting the given 
reality and realising that she is trying her best given the circumstances (Fard, 
Kalantarkousheh, & Faramarzi, 2018:476-481). Understanding that infertility is a medical 
condition helps her to cope as she now understands that infertility is not something that 
she self-inflicted but an uncontrollable factor. She goes on to further state how she walks 
herself through the emotions and self-councils herself and allows herself to express the 
necessary emotions as suppressing these emotions does no good. 
 
“I allow myself to go through the emotions…because I, I don’t feel that I need 
to…umm…close it up or ignore it or just bottle it. Because it’s not gonna help.” P1. 
 
She states further: 
 
“…I don’t know if I can call it a skill. But I’ve actually learnt…umm…to just deal with 
this…umm…quite quickly.” P1. 
 
“I’m quite happy and I’m quite good at…umm…at solving the…umm…down days 
myself.” P1. 
 
In the above quotes, the participant mentions how self-coping or self – management is 
an acquired skill. The participant feels it necessary to deal with the emotion quickly as 
opposed to lingering on it. Lingering on emotion can be self-destructive (Yazdani, Kazemi, 
Fooladi, & Samani, 2016:58-62). She expresses how happy she is with this acquired skill 
of solving her down days personally. The mention of down days enlightens us on how 
tumultuous infertility is. With the amount of hope that goes into fertility treatment resulting 
in success and the reality that this success is at a bare minimum is the biggest contributing 
factor to these down days as well as the ups and downs of infertility (Zagami et al., 
2019:95-104). To be so close to achieving a pregnancy yet so very far from carrying the 




The stresses of infertility are so major that often these infertile women need to seek 
psychological counselling. This is evident in the following quote: 
 
“…referred me to clinical psychologist for cognitive behaviour therapy…” P2. 
 
This participant was referred to a cognitive behaviour therapist just to assist her in dealing 
with the emotional and unrealistic nature of infertility treatments (Yazdani et al., 2016:58-
62) that provided false hope with its minimal success rates. Fard, Kalantarkousheh and 
Faramarzi (2018:476-481) states that cognitive therapy assists one in gaining freedom 
from negative thoughts, feelings, and events and to accept their thoughts and feelings 
without judgement. The participant went on to state how she had to use cognitive 
behaviour therapy to come to terms with it not being successful with each cycle that she 
attempted: 
 
“Umm…and basically…uh…working to, to get to the point where I was prepared to 
accept never ever being pregnant or falling pregnant or carrying a child…so I was 
comfortable with whatever the outcome was when I tried one more time.” P2. 
 
The participant went on to further mention: 
 
“…it was one cycle after the other and you never really get a break and emotionally 
it’s very taxing…umm…and I, I had resigned myself to the fact that I was only 
prepared to try one more time and that the outcome didn’t actually matter to me 
anymore.” P2. 
 
The type of acceptance as is displayed by the participants of this study is known as radical 
acceptance. Radical acceptance is the coming to terms of the current situation and 
understanding that it is out of human control to change it, it is a live and let live way of 
dealing with infertility (Campbell 2020:1). Radical acceptance is a cognitive behaviour 
therapy concept used by psychologists and counsellors for depressive and anxiety 
disorders. Campbell (2020:1) further states that once one learnt to deal with and accept 
the lived reality of infertility despite the pain associated with it one was able to experience 
positivity and a release of emotion, thereby reducing the stress and anxiety related to 
infertility. Positivity or remaining positive and acceptance of infertility and the outcome of 
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fertility treatments continued to be evident across the data. This is evident in the following 
quotes: 
 
“…you have to be very positive about it and uh…Ya, that I think…it uh…plays a very 
big role.” P3. 
 
The participant continues to display positivity and acceptance in the following quote: 
 
“…it put my heart at rest that okay, we’re going through this but umm…you know 
whatever the case is at least we know we’ve tried everything.” P3. 
 
Zagami et al. (2019:95-104) state that the need for stress management and psychological 
counselling following repetitive failed cycles is evident. Another participant mentions how 
she went on to see a psychological therapist who dealt specifically with the management 
of infertility stress. This is evident in the following quotes: 
 
“…I actually started seeing very specifically a fertility therapist.” P4. 
 
She explains the need for this therapist as follows: 
 
“I see the therapist because I’m so depressed (chuckle) about my age in the fertility 
journey.” P4. 
 
Aside from the actual stress of the fertility treatment, in the latter quote the participant 
mentions how additional factors such as age also contributed to depression and added 
additional stress to the infertility process. Another participant also mentions age as a 
factor: 
 
“…with the age…you know. I like… I…every birthday that, that approaches you 
like…getting another year older…so, umm…I allow myself to go through the 
emotions…” 
 




“…and the fact that you just feel you know you a woman, and you married, and the 
years are just moving and uh you know you not going through motherhood.” P3. 
 
In some instances, participants dealt with infertility as a general work problem. Treating it 
as a work problem assisted the participant in walking through the steps and processes of 
infertility as a solvable problem with a positive outlook that it can be overcome by working 
through it. This is evident in the following quote: 
 
“…I’m not very good with dealing with emotional, emotional things. So, I dealt with 
this like it was a work problem almost.” P4. 
 
When participants lacked the skill or the ability to deal with the emotional nature of 
infertility, they would practise self-control and self-management by shifting their mind sets 
to remain calm (Fard, Kalantarkousheh, & Faramarzi, 2018:476-481). One participant 
explained this in the following quote: 
 
“or how to control my mind when my mind went off spinning. Just like how to 
basically…like stop and control your, your thought process. And…um…to shift that 
as well…as well as how to remain calm…and just to reassure you that what you are 
going through is for…is all preparing you for something better.” P5. 
 
She further went on to say that one should remain hopeful in order to bring about 
positivity: 
 
“to never lose hope” P5. 
 
Another participant went on to mention that lack of additional external stressors like work, 
family life and or family pressure contributed to easing the stress related to infertility. This 
is mentioned in the following quote: 
 
 “ I have very limited stress.”  P6. 
 
The same participant explained further that in times of high emotional stress she would 




“I did do a lot of crying…”  P6. 
 
Yazdani et al. (2016:56-60) mentioned in their study that women were prone to self-blame 
for their infertility resulting in negativity, which is contradictory to the women of this study 
who managed their emotion and distress by means of self-coping and acceptance and 
this can be said to be related to their higher life satisfaction scores. It can be gathered 
from the data that aside from accepting the given reality and nature of infertility treatments 
as well as learning to deal with the emotions as best possible by practising mindfulness 
in preparing for the worst or self-managing (Fard, Kalantarkousheh, & Faramarzi, 
2018:476-481). Participants went on to mention that faith assisted in accepting what was 
and was to be as seen in the following quote: 
 
“You have a lot of faith but also, prepare for sometimes…the worst.” P3. 
 
Using faith in dire instances goes back to the very beginning of existential living and this 
will be explained further in the next point (c.f. 3.3.2.3). 
 
3.4.2.3 Spiritual 
The use of faith and spirituality is reflected in many a dire instance. The mere faith that a 
treatment would be successful or the spirituality that God has one’s best interest at hand 
is able to create a positive and calm mind set (Roudsari,  Allan, & Smith,  2014:114-123). 
Spirituality has been defined as “a way of being in the world in which a person feels a 
sense of connectedness to self, others, and/or a higher power or nature; a sense of 
meaning in life; and transcendence beyond self, everyday living, and suffering” 
(Weathers, McCarthy, & Coffey, 2016:93). Weathers, McCarthy, and Coffey (2016:93), 
further state that spirituality and religious belief are interconnected and are said to grow 
or develop when an individual faces a traumatic life event as a means of coping. 
 
This presence of faith, belief and spirituality has proven to work time and time again for 
many an individual of varying religious and cultural backgrounds as a coping strategy 
(Casu, Ulivi, Zaia, Martins, Parente Barbosa & Gremigni, 2018:156-165). This is evident 




“…but I do think you have to have the belief system in order for anything to be 
successful.” P2. 
 
Another participant goes mentions that faith and hope work hand in hand in the following 
quote: 
 
“…faith and hope that it would, it definitely would happen someday.” P3. 
 
The use of an undying hope and faith no matter the circumstances assist one in remaining 
positive. The belief that miracles by the will of God do happen and will happen. One just 
must have faith. 
 
“…religiously as well you have to have your…you know your connection to your 
creator as well. You know, that helps in a huge way. I suppose, when you, when you 
really connect to HIM it’s like you really pouring your heart out in a way that you 
cannot pour your heart out to anyone else.” P3. 
 
Religious faith and submission to the superior being in one’s religious faith has helped 
the participants to endure the tiring infertility process. In the above-mentioned quote, the 
participant mentions how “pouring your heart out” to your creator is emotionally uplifting 
as one is often at a loss for words to a mortal being who often barely understands the 
very fibres of one’s heartache.  
 
Another participant mentions: 
 
“Um, obviously religion plays a very important role. Uh, your faith…uhm…definitely 
your faith! P5. 
 
And further states: 
 
“…keeping strong at all times. Uh, knowing that what is being uh, ordained for you 
by the creator and the Almighty…is the best! So, that is definitely a major um, part 




This display of acceptance of one’s pre-ordained destiny by God has helped the 
participant accept the fate of her infertility. It is a display of spiritual/religious resilience 
that is an important coping practice when facing the challenges of infertility in order to rise 
above all the negativity associated with infertility (Romeiro & Caldeira, 2019:173-189). At 
the same instance, she continues to display hope in a positive change for her destiny by 
mentioning “praying all the time”.  
 
It can be made mention that no matter one’s faith the use of some form of spiritual practice 
assisted in preserving a calm and accepting mind frame to overcome the negative impact 
of infertility on their life satisfaction (Caldeira, Romeiro, Martins & Casaleiro, 2019:488-
491). This is evident in the following quote: 
 
“…I did a lot of meditating…so, mostly mediation. During, after…even when…after 
the…unsuccessful uh verdict or unsuccessful result…I did meditation and that 
actually helped quite a bit” P6. 
 
Th use of faith, belief and spirituality as a whole was used by all participants. The giving 
over of a dire circumstance to an Almighty God or Supreme Being was a means of self – 
management under all circumstances related to health and well-being (Caldeira et al., 
2019:488-491; Casu et al., 2018:156-165; Weathers, McCarthy, & Coffey, 2016:79-96). 
This is in due part to the flexibility of being able to pray at any given point and time no 
matter the circumstance to reach a level of calm and composure in an instance (Braga, 
Melamed, Setti, Zanetti, Figueira, Iaconelli & Borges. 2018:1-7). With the shift by patients 
in health care from biomedical to holistic approaches (Casu et al., 2018:156-165; 
Weathers, McCarthy, & Coffey, 2016:79-96), spirituality and its entirety has been noted 
as an important holistic practise in improving quality of life and life satisfaction of 
individuals with infertility (Romeiro & Caldeira, 2019:173-189). 
 
3.4.2.4 Social 
Social support encompasses the support and assistance provided by individuals in one’s 
social network such as friends, family members and support groups (Zakaria, Ijon & 
Yusoff, 2018:401-418). Socialising has many pros and cons attached to it given the 
individual personalities of the participants (Zakaria, Ijon & Yusoff, 2018:401-418). This 
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will be made evident in the various quotes to follow. The participants tended to be more 
social and thus utilised social instances as a means of self - management. 
 
“I go out quite a bit…and I, I’m always socialising…”  P6. 
 
“I’ve made friends that I can meet…you know physically speak to. Umm…that has 
helped me…” P1. 
 
“…I shared with my close friend group…” P4. 
 
“I think people around me also are aware.” P1. 
 
The above-mentioned quotes prove that these participants enjoyed the company of 
others when going through tough times on the infertility journey. Furthermore, they 
continue to make mention of socialising with friends that have a shared or similar 
experience with infertility, as there is a level of understanding and emotional support that 
is provided. Infertility is an existential crisis that isolates the infertile woman from the social 
norms and the ability to connect and relate to women with children due to societal 
pressures (Romeiro, Caldeira, Brady, Hall, & Timmins, 2017:76). It is due to these social 
interaction barriers that infertile women seek social interaction with infertile women or 
social support from women who have walked the same infertile journey due to a common 
understanding of the situation and emotions (Romeiro et al., 2017:76). 
 
The last quote makes mention that speaking about it and being open, as has been 
displayed by this participant (c.f. 3.3.2.1) helps her to deal socially as the people she 
socialises with are aware of her infertility and circumstances. 
 
The participant goes on to state: 
 
“…my true, true, true outlet is my 6-year old niece……if I’m down even because of 
this reason or any other reason. I just take a drive there and I sit with her and she 
goes on and on about school…and about her friends and about parties and I tell you 
this child can just take away any worries, pain or sorrows that you have. And I can 




In the above quote, the participant mentions how spending time with a child assists her 
in coping and dealing with down days. It can be said that the non – judgemental nature 
of children allows adults to let their guard down and just be themselves without fear of 
being judged by the child. This interaction and close contact with children can further be 
deemed as a means of fulfilling their lives or a more realistic goal and purpose to life 
(Romeiro et al., 2017:76). Another participant who works with children also states the 
healing nature of children as follows: 
 
“…it was actually very healing because I was working with children as well.” P3. 
 
Karaca and Unsal (2015:243-250) state that infertile women who adopted better coping 
strategies tend to be more socially active and vocal about infertility and their emotions. 
The participants that were not socially comfortable found socialising with their spouses 
and spending quality time with their spouse to be very safe, therapeutic, and comforting 
(Karaca & Unsal, 2015:243-250). This is evident in the following quote: 
 
“…appreciate the moment and the time that you have with your spouse…” P3. 
 
It can be said that the spouse helped fill that void of a child or family structure as they 
were the participants’ confidantes and understood their situation as they shared a 
common goal. 
 
A lot of participants viewed socialising negatively and felt that it aggravated the impact of 
their infertility on themselves, this was evident in several studies (Karaca & Unsal, 
2015:243-250). This negativity was mostly noted towards social gatherings that 
celebrated the birth or coming of a child, or any child orientated gathering (Pedro, 
2015:49-59). This is possibly due to the fact that this was the one thing that did not come 
easily to these infertile women. The women managed themselves in this instance by 
declining and avoiding such social gatherings. 
 
“…I just didn’t want to be out socially……I’d even decline invitations. So, um, baby 
showers, baby parties…that was hard…um…kids birthday parties…um…anything to 
do with kids……that would help me deal with everything.” P5. 
 
Another participant further elaborates social avoidance as a strategy: 
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“I’d rather just stay alone, uh, keep to myself. Uh, keep to myself…I, I mean reference 
to my spouse as well right! So, if we kept to ourselves, then we just not putting 
ourselves in that situation. You not getting stressed out. You not getting hurt. You not 
getting upset. You not thinking about it.”  P5. 
 
In the following quote, the participant mentions how infertility has made her socially 
withdrawn: 
 
“I need to manage myself but it, it doesn’t always help. I mean I; I had become quite 
withdrawn. Umm…I’m not as active in my friend group as I used to be. I’m quite 
resentful sometimes of the things that they discuss, and I find myself having to 
permanently manage my anger almost, and my…resent(ment)…I have to really think 
2 or 3 times about what I say.” P4 
 
This participant mentions that in her usual social circle there were quite mothers who 
unknowingly or inadvertently would end up speaking about motherhood and their 
children. These types of discussions were hard for the infertile participant to deal with and 
would result in anger and resentment that could possibly jeopardise the already fragile 
relationships she has with these women (Pedro. 2015:49-59). Anger, resentment, and 
poor social standing all impact the life satisfaction of infertile women negatively 
(Kiesswetter et al., 2019:1-12). So, in this instance, the participant resorted to being less 
socially active in her general friend circle. 
 
When socialising was not an outlet, the participants would practise varying physical 
methods of dealing with infertility as mentioned in the next point. 
 
3.4.2.5 Physical 
An active individual who practices mindfulness has no time to allow their negative 
thoughts to interfere in their mood and day-to-day life (Fard, Kalantarkousheh, & 
Faramarzi, 2018:476-481). When asked what their best practices were, the participants 
mentioned keeping busy and working as a practice in self – managing and coping with 
infertility. This is evident in the following quotes: 
 
“Started working extra. Umm…I just kept very busy.” P5. 
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Another participant states: 
 
‘I’ve been so busy recently” P1. 
 
Furthermore, the participant goes on to state how her profession keeps her busy and that 
her employers are understanding to her fertility situation: 
 
“…and then in terms of the support and coping mechanisms…umm…work is quite 
understanding.” P1. 
 
Another participant mentions keeping constantly preoccupied and utilising all her time to 
be occupied. The quote is as follows: 
 
“I think the main thing that actually got me through the whole thing was uh, the fact 
that I was constantly occupied. You know my time was utilised.” P3. 
 
The participant goes on to elaborate as to how keeping occupied assisted in coping with 
infertility: 
 
“my mind was not idle, because if my mind was idle, I kept on going back to negative 
thoughts…” P3. 
 
A relaxed workplace as mentioned in the next quote by a participant was said to assist in 
coping with the infertility stress as there was no additional external stress. 
 
“I have a very relaxed job, that helps a bit…uh that’s supposed to help a lot.”  P6. 
 
This participant further elaborates that this is possible due to the workplace having “a very 
relaxed environment”. It is evident from the above statement that a relaxed environment 
in general is conducive to less stress and better well-being. 
 
It can be gathered that a busy work schedule and a relaxed work environment thus 
prevents the participants from allowing their thoughts to dwell on their infertility issues 
which can result in feelings of unhappiness in the workplace, poor work performance and 
thus poor life satisfaction (Kiesswetter et al., 2019:1-12). In the event that a participant 
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had a very relaxed job that did not provide the outlet of a busy mind, the participants made 
use of various physical therapies. 
 
“…body stress is just to release all tension in your body that you have 
locked…umm…but the…but the relationship that I have built up with the body stress 
release…umm…practitioner has been probably the most rewarding.” P2. 
 
Another participant also mentions the use of physical therapy: 
 
“I went for a few sessions of Reiki. Yes! It was to help me cope. It actually helped me 
a lot. I found that she was able to really put me in a…safe space.”  P5. 
 
The participant further states: 
 
“what actually was good was that was she often…she even offered massages with 
the reiki. So…Ya, it was like a two in one. It really helped.” I P5 
 
The stress that arises from infertility and its related medical conditions negatively impacts 
the physical body which can interfere with daily physical activity (Wiweko, Anggraheni, 
Elvira, & Lubis, 2017:145-148). Holistic therapies are based on the principal that the mind 
and body are connected and the use of physical holistic body therapies therefore not only 
relax the tension in the body as a result of stress, it also allows the mind to calm and 
destress by allowing the release of feel good endorphins in the body (Ogawa, 2015:21-
26).  
 
 “…from a pain management perspective, I went to see my gynaecologist for 
medication…because that was a big thing, was manage…trying to manage the 
pain!......to try and manage the pain because I…that had a major…that has a major 
impact for me on. On kind of lifestyle and enjoyment of life.” P4. 
 
In the above-mentioned quote, the participant mentions that the physical pain of the 
medical condition related to her infertility robbed her of her joy of being physically able. 
Poor health that results in decreased physical activity has been proven to greatly impact 
life satisfaction negatively. This participant therefore relied on medication to assist her in 
overcoming the pain to lead a more physically active lifestyle. 
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The need for a place or holistic practice that is understanding and empathetic to the 
nature and effect that infertility has on the body is evident in the following quote: 
 
“…if there were places like that, like I don’t know….an infertility spa![laughing]…we 
should work on opening one [laughing]…um…ya, perhaps to be pampered and just 
people who are understanding to the whole situation, yet at the same time help you 
deal with what you are going through. Ya, that would be, that would definitely help.”  
P5. 
 
The above participant also goes on to mention in the next quote that the various physical, 
holistic therapies have played a positive role in helping her deal with infertility by providing 
a means of relaxation that assisted in de-stressing. 
 
“In terms of coping, it has helped me to relax, the holistic method to 
unwind…definitely! That route has helped to unwind, destress…that part 
definitely!”  P5. 
 
Holistic therapies fall under the practice of Complementary, Alternative and Traditional 
Medicine (CAM). Rayner and Willis (2017:181-201) in their book on CAM and women’s 
reproductive health state that many infertile women utilise these various holistic methods 
purely for the sense of physical and emotional well-being as well as the support and 
empathy they receive from the holistic practitioner to be very rewarding. 
 
3.4.2.6 Recreational 
Infertility has the effect of making the sufferer feel entrapped with no escape from the 
major psychological, physical, social, and financial impact it has (Galhardo, Moura-
Ramos, Cunha, & Pinto-Gouveia, 2015:419-426).  
  
“…I had tried acupuncture, I literally tried everything I could.” P2. 
 
As can be noted in the above-mentioned quote, when the participants had tried all forms 
of physical therapies and were unsuccessful in de-stressing, they would rely on 
recreational methods to assist in unwinding and coping with infertility. A major outlet for 
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stress and to escape the trying and tiring infertility process, the participants would resort 
to getaways. 
 
“… I took a six-month break in the fertility treatment…umm…we went overseas…we, 
we stopped thinking about it all together…” P2. 
 
“oh! Getaways!......getaways, getting away from, from, from the whole situation…I 
don’t think it ever leaves you. But, um…to get away from, from the things that remind 
you. Remind you of, of the…of everything. I think that helps. Or maybe it’s just to be 
blocking it out. I’m not really sure. Maybe that’s what I do. But it, it definitely helps 
when you…when you are able to forget about it. When you in, in a surrounding or a 
situation that allows you to.” P5. 
 
 “I go for a lot of holidays…” P6. 
 
The above-mentioned quotes display and provide evidence that getaways allowed the 
participants to escape the stress of infertility. This escape was provided by a change in 
scenery or location that was conducive to unwinding and forgetting about all the negativity 
and stress surrounding infertility. Environment is said to play a vital role in the well-being 
of individuals and the relaxed, stress-free environment of these leisure getaways assists 
the infertile sufferers to submerse themselves into the present allowing them to forget 
about the negativity surrounding infertility (Prémusz, Makai, Gács, Nagy, Perjés, 
Pongrác, Lampek, & Ákos, 2019:5-17). It should be noted that these getaways were few 
and far apart, given the financial implications that came with fertility treatments. In these 
instances, the participants would resort to recreational activities such as hobbies to keep 
their minds occupied. This is evident in the following quote: 
 
 “…I would do things…I would actually follow my hobby or you know like you can say 
like designing or sewing or something that would keep my mind occupied…it’s also 
a form of recreation but also in a way that I was totally not idle. Because I knew if I 
was idle it would definitely get to me.” P3. 
 




“…umm makeup courses, baking courses, anything to distract me, distract my 
attention from everything. Keep my mind occupied.” P5. 
 
The above-mentioned provided a great outlet that would not further affect the financial 
situation but allowed for the participants to remain mindfully active. Another participant 
would play games and utilised games as a de-stressing outlet. 
 
“…I play, I play a lot of games. I, uh, destress using games.”  P6. 
 
These holistic therapies, getaways, hobbies, lifestyle changes and so forth was a 
deliberate means of interrupting their idle minds with occupied thoughts allowing the 
participants to briefly escape the stressors and negative thoughts surrounding infertility 
allowing the infertile women to unwind and destress. This reduce stress allows for an 
improved life satisfaction and therefore a better quality of life. 
 
Prémusz et al. (2019:5-17) carried out a study on physical activity and its impact on fertility 
treatments, they state that moderate physical activity pre-treatment, as is involved with 
recreation and leisure assisted the infertile sufferers in better coping with infertility both 
emotionally and physically and this further improved the success rates of the treatments 
as the overall quality of life is improved. 
 
3.4.3  Accessible and trustworthy information 
It can be gathered from the data and its resultant themes and sub-themes that a factor 
that negatively impacted the life satisfaction of infertile women majorly was the lack of 
information surrounding infertility. The infertile women expressed this lack of information 
in their need for reliable, trustworthy, and easily accessible information. The type of 
information that was considered inefficient ranged from the actual treatment options and 
processes to the use of various medical tests, nutrition and medication that could possibly 
improve their chances of a successful infertility treatment. These will be discussed in 




3.4.3.1 Treatment options and process 
Infertility practitioners play a vital role in empowering infertility sufferers with non-
prescriptive information (Shreffler, Greil, & Mcquillan, 2017:644-658). Shreffler, Greil, and 
Mcquillan (2017:644-658) further state that the information provided should assist 
individuals seeking fertility treatment in effective non-biased decision making and should 
include various treatment options, treatment costs and treatment support to maintain 
good emotional, physical, financial and psychological well-being throughout the extremely 
trying treatment process within the context of infertility. It can be said that effective 
relaying of information to individuals seeking fertility treatment can only be met once the 
needs of an infertile individual are explored and recognised (Ezabadi, Mollaahmadi, 
Mohammadi, Samani, & Vesali, 2017:20-27). 
 
The infertile women of this study, when asked what resources they would like available, 
clarified that more information and knowledge on several factors associated with infertility 
would be welcomed. The information on treatment options and processes was of vital 
importance. This was due to the fact that these women were undergoing treatments and 
experienced first-hand this shortage of free and/or available knowledge. This is evident 
in the following participant statement: 
 
“…that knowledge doesn’t exist…” P2. 
 
Another participant states: 
 
“First of all, you have to just…come to terms with the fact that you (are) infertile and 
then secondly is…what happens now? What are my options?” P1. 
 
The participant elaborates further: 
“like, with the IVF process itself, I was not sure of how to go about…how do you do 
it? What does it entail? How much does it cost?” P1. 
 
It is evident from the afore-mentioned quotes that the participant did not understand what 
the next step was once her infertility status was confirmed. It is of the opinion of the 
researcher that this could be in due part that fertility clinics do not always make this 
information freely available on their websites or that the costing of treatments and the 
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various options available can often only be accessed once one has gone through the 
process of making a paid consultation with a doctor. The amount of free knowledge or 
education made available on infertility treatment is severely lacking and this results in the 
delay in pursing fertility treatments (Collins, 2019:24-34; Ezabadi et al., 2017:20-27). The 
same participant further states: 
 
“and knowing that I understand the, the root cause of the infertility…and that I have 
options and that I’m exploring those options. Umm…helps me then cope with it 
better.” P1. 
 
The participant mentions in the above statement that she was only fully able to cope with 
the infertility once she had access to all the vital information related to her infertility.  
 
Ezabadi, Mollaahmadi, Sazvar, Vesali, and Omani-Samani (2019:324-328) conducted a 
study on the satisfaction with information provided to infertile patients undergoing ART. 
In their study it was noted that infertile patients were more likely to pursue treatment once 
they had a full understanding of their infertility status and the way forward. Ezabadi et al. 
(2019:324-328) further state that patients that are well informed and educated are able to 
cope better with the fertility treatments as opposed to patients who were grappling with 
information on infertility treatments and its related information. All the participants 
expressed and shared the frustration attached to the lack of knowledge or information. 
The frustration is expressed in the following quote: 
 
 “Umm…but I think the frustration for me is that the majority of the knowledge that I 
have gained…umm…with…just the kind of tests you can have, the kind of 
medications you can take…has been through the support groups…and through what 
other people have been through and not from a doctor…umm…and that has 
frustrated me…” P2. 
 
The participant makes it evident that the knowledge was not easily accessible from the 
doctors and that access to support groups is what filled that knowledge void. The use of 
the support group could be deemed a self-research tool based on other infertile women’s 
prior experiences with fertility treatment. Another participant mentions how she assumed 




“Uh, so when you go for IVF it’s just more statistics, you know you just one of the 
clients. They just tell you what the procedure is and that’s about it. Um, but I think 
basically they sort of let you do the research yourself.” P3. 
 
The following quote also makes mention of self-research by a participant: 
 
“…we actually had to do research on our own not via the clinic…we found a lot of 
information that is not easily available in South Africa.”  P6. 
 
Another participant states the same: 
 
“initially it was a case of research. Gather as much information as possible to 
understand what this could mean.” P4. 
 
It is thus clear that research had to be done independently by the participants. This notion 
is supported by various studies (Ezabadi et al., 2017:20-27; Shreffler, Greil, & Mcquillan, 
2017:644-658). The latter went on to state: 
 
“ So, what was very difficult for me was information…some of it literally took me like 
six years to like to find…but like it would have been so nice to…have more 
information and just more accessible information.” P4. 
 
In the aforementioned statement, the participant like many of the participants in this study 
stated how long it took her to access the information and this alludes to the scarcity of 
this vital information for infertile women undergoing fertility treatments or wanting to weigh 
the options available. Another participant goes on to state how difficult it is to access the 
information: 
 
“it’s very um…it’s a very um…very…oh what’s the word? Uh, difficult…to collect the 
information” P6. 
 
The women not having this information easily available to them directly affects their life 
satisfaction as they are not able to easily make informed decisions regarding their fertility 
(Zagami et al., 2019:95-104). Ideally this information and knowledge should be provided 
by the doctors, as stated in the following quote: 
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“…but I think you really need to hear it from professionals as well. You know like this 
could work or not and you have to be prepared for it.” P3. 
 
The lack of information provided by the doctors made one participant feel as though the 
doctors did not care about her situation and were in it for financial gains. This is evident 
in the following quote: 
 
“…some of my doctors were a bit umm…what do you call it? Would just umm…I don’t 
know, be there for the money, perhaps? Or you made to feel that that’s all they there 
for.” P5. 
 
It is evident that awareness needs to be created in order to bring this realisation to the 
doctors/medical practitioners who in turn could provide more access to vital information 
on a platform with good medical backing (Collins, 2019:24-34; Ezabadi et al., 2017:20-
27; Ezabadi et al., 2019:324-328; Zagami et al., 2019:95-104). This information must be 
medically sound and provided by the medical professionals themselves to enable safe, 
well informed, and tough decisions by the infertile women. Good, reliable, and trustworthy 
knowledge would make the women feel safe and more trusting of the doctors, which in 
turn would positively impact the life satisfaction of millions of infertile women globally 
(Kiesswetter et al., 2019:1-12). 
 
3.4.3.2 Infertility guidance therapist 
The infertile women’s primary contact at the fertility clinics were the nurses. Regarding 
the lack of general information (c.f.3.3.3.1), it was also evident from this study that any 
uncertainties or queries the participants had regarding their fertility treatments were dealt 
with by the nurse on duty. This often proved problematic as the nurses were not always 
available to direct their questions to or the nurses were not familiar with a particular patient 
and would therefore not have the necessary information on hand immediately (Shreffler, 
Greil, & Mcquillan, 2017:644-658). Collins (2019:24-34) and Shreffler, Greil, and 
Mcquillan  (2017:644-658) state that health care practitioners should treat each individual 
according to their unique emotional needs and be sensitive to the individual needs of the 
infertility patients. In this instance, it was evident that women found the need for a fertility 




“…you shouldn’t be doing this journey on your own. Every time you go through a 
cycle, they not telling you anything, you don’t find out well, it didn’t succeed because 
of this…there was never a definitive” P2. 
 
In the quote above, the participant mentions how such an emotional and trying treatment 
process requires professional guidance and counselling. The participant goes on to state: 
 
“…there was no psychological help offered at my clinic……there was no emotional 
support” P2. 
 
In the above quote the participant expresses how the clinic she attended did not offer any 
guidance or counselling and that the lack of psychological help left her feeling emotionally 
isolated. This lack of emotional support proves to have a significantly negative impact on 
overall life satisfaction (Navid, Mohammadi, Vesali, Mohajeri, & Samani, 2017:205-210). 
Another participant also states how there was not a fertility therapist made available to 
her by the fertility clinic: 
 
“Umm…I was at fertility clinic B and they didn’t have a fertility therapist.” P4. 
 
In another quote: 
 
“…I would find like a councillor before treatment because it does have a very big 
effect on…emotionally more than financially, I think emotionally it really takes a toll 
on a person.” P3. 
 
The participant in the above quote would source her own councillor in order to help her 
deal emotionally with the treatment and the fertility journey. She makes mention how big 
an impact it has on her emotional well-being. The need for emotional support is of 
significant importance to the success of infertility treatment (Read et al., 2014:390-395). 
Karaca & Unsal, (2015:243-250) state that psychiatric nurses, infertility consultants, or 
infertility guidance therapist as is mentioned in this study, should be a vital part of the 
treatment team in infertility clinics. A councillor or infertility guidance therapist is of 
significant benefit given the nature of the treatments firstly, but secondly also due to the 
lack of emotional understanding and support provided by the doctors and nurses 
(Shreffler, Greil & Mcquillan, 2017:644-658). The latter is evident in the following quote: 
83 
 
“…maybe doctors and nurses who are more understanding to the whole 
process…umm…out of my experience in 2 or 3…no…now it’s the third clinic. There 
have been times where you feel like you just a number.”  P5. 
 
In the above quote the participant expresses the cold, unsupportive nature of the clinic 
doctors and nurses at over more than one clinic, driving the idea that all clinics should 
offer counselling or guidance as part and parcel of the treatment package to assist the 
infertile women in coping with the treatment process and ordeal. 
 
3.4.3.3 Ask questions 
Considering the lack of information available from the doctors and nurses (c.f. 3.3.3.1), 
the participants mentioned the desire to ask as many questions as they could. The 
participants desired to have more time within the consultation room to pose questions 
relating to their infertility, the treatment processes, various options available and the like. 
Klitzman (2018:84) mentions that doctors/physicians at infertility centres are guilty of not 
having the time to provide a more empathetic nature with regards to their patient 
consultations and that patients were sensitive to this. This is evident in the following 
quote: 
 
“lots of the doctor are pressed for time. And they don’t really want to go into details 
apart from just, just what is essential to know. So, they keep to the point. Even if you 
try to drift away or you know ask anything in addition to it…you know they just cut 
your conversation very short.” P3. 
 
The participant mentions in the above quote that doctors are pressed for time or rarely 
take the time to allow you to ask any additional questions. These women resort to support 
groups for information (c.f. 3.3.3.1). The problem with information from support groups is 
that it is not always offered by professionals but by fellow infertile women (Ezabadi et al., 
2019:324-328). This source of untrustworthy information proves to be a frustration as is 
mentioned in the following quote: 
 
“…that’s been a frustration in some sense, because you, you end up with more 
questions, but you don’t really have anyone to ask those questions to…umm…and 
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you asking complete strangers who aren’t medically trained…you know, because you 
(are) clutching at straws just to be able to find some sort of answer.” P2. 
 
The need for information from doctors and professionals in infertility is imperative (c.f. 
3.3.3.1) (Klitzman, 2018:84). The desire for more time to ask questions and clinics that 
are just more accommodating is crucial (Ezabadi et al., 2019:324-328). Certain clinics 
practice a more open approach to their patients and others not (Klitzman, 2018:84). A 
participant makes mention of this as follows: 
 
“at certain uh facilities they have been more accommodating, more understanding. 
Take the extra time. But there are certain who just shut off and feel like they are just 
doing their job. No person attached to it.” P5. 
 
In the above quote, the participant eludes to how she has differing experiences at various 
clinics. It can be said that there should be a standard of patient care across these clinics. 
The mere fact that this woman felt as though she was not being accommodated by the 
clinic and doctors is reason enough to be further overwhelmed by the already stressful 




Nutrition and supplementation are important in maintaining good health and boosting 
fertility in women and are known to directly impact on embryo implantation, which is vital 
to ensure successful ART treatments (Silvestris, Lovero, & Palmirotta, 2019:346). 
According to Adamski, Gibson, Leech, and Truby (2018:147-152), doctors across all 
disciplines should be adequately trained and knowledgeable in nutrition to facilitate sound 
nutritional advice to patients to assist in a more holistic approach to medical treatments.  
In, this study, a participant mentioned the need for information related to additional factors 
such as nutrition that could possibly assist in improving the success rate of the fertility 
process. This is evident in the following quote: 
 
“…the gynaecologists and doctors uh should maybe advise the patient with regards 
to nutrition, how to control your stress levels, uh, you know just ways and methods in 
which like it would improve the treatment to make it more effective…” P3. 
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Considering stress being such a big factor related to infertility, stress control and 
management should be offered by the clinics and infertility guidance councillors 
(Gameiro, Boivin, Dancet, De Klerk, Emery, Lewis-Jones, Thorn, Van Den Broeck, 
Venetis, Verhaak, Wischmann, & Vermeulen, 2015:2476-2485). Furthermore, the need 
for a nutritionist which was previously mentioned is also evident in the following quote: 
 
“…maybe they should bring a nutritionist in throughout the treatment process…” P3. 
 
The participant goes on to say: 
 
 “Nutrition like they said, it was all our own research. Uh, what to do prior to treatment, 
after treatment.” P3. 
 
In the above quote, the participant mentions the need to self-research as was brought to 
light previously (c.f. 3.3.3.1). The participant also states how she did not understand what 
to do throughout the treatment process. This displays the lack of vital as well as guiding 
information from the clinics. Various studies point to the need for self-research when it 
came to nutritional advice related to fertility treatments (Gameiro et al., 2015:2476-2485; 
Zagami et al., 2019:95-104), conducted a study on infertile women to determine what 
their needs were and developed a guideline for fertility staff on how to address the needs 
of infertile patients accordingly. The needs of the infertile patients as determined from the 




Figure 3.2: Schematic representation of the guideline approach for the provision of 
psychosocial care tailored to specific infertility and assisted reproductive technology 
(ART) treatment stages and patient needs. (Gameiro et al., 2015:2476-2485). 
As noted from the above figure (figure 3.2) (Gameiro et al., 2015:2476-2485), nutritional 
advice and counselling, among other needs such as social, emotional, and knowledge 
interventions was evidently needed (vertical axis), and expressed by the participants of 
the above-mentioned study, throughout the entire infertility process (horizontal axis) and 
therefore reflects the sentiments of the participants of this study who expressed the need 
for advice and information pertaining to nutrition as well as social, emotional and cognitive 
support. 
 
3.4.3.5 Tests and medication 
The fertility process is linked to many medical tests throughout the treatment process 
(Farquhar & Marjoribanks, 2018:3-12). Aside from medical testing to assist in diagnosis 
as well as to monitor the treatment, the entire treatment cycle is not possible without 
medication. In any medicated treatment, doctors should always be forthcoming and 
advise and guide the patient accordingly. This information relates to what the participant 
should expect whilst on the medication i.e. side effects as well as detailed information on 
dosing and/or any additional medication or advances in fertility treatment that could 
possibly aid in the entire process (Farquhar & Marjoribanks, 2018:3-12).  
 
The lack of the above information was noted in the following quote: 
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“ …sometimes I look on the group and I’m like people ask umm, “should I be taking 
this or…should I?”…and I’m like didn’t your co-ordinator tell you this? ...yeah. so, so 
this should’ve been explained to you upfront.” P1. 
 
In the above quote, the participant mentions how this crucial information is lacking by 
the fact that it had been posed on a support group that lacks any medically backed 
information. In the next quote she goes on to state how if it weren’t for the information 
available on the support groups, one would miss out on technological advances, and 
so forth, available to infertile women that were not made available by all clinics. 
 
“…you going to be missing out…On probably, technology advances or just different 
ways of doing it or different meds available…or chromosome testing. Umm…what if 
clinic B* doesn’t do it and the other clinics do it?” P 1. 
 
Another participant also mentions of the above in the following quote: 
 
“You know like…uh, there are things that we can do, but it’s not very uh common in 
South Africa…like umm…you know like uh…umm…what’s this thing? Um, genetic 
testing and things like that. So, that is not very common in South Africa.” P6. 
 
The above quote gives the general sense that certain fertility clinics in South Africa are 
not up to date with the latest standards of fertility treatment. Fertility treatments are 
costly and therefore it is imperative that fertility clinics maintain and improve on 
treatment protocols for use in clinical practice, to improve success rates (Farquhar & 
Marjoribanks, 2018:3-18). This lack of improvement results in women who spend a lot 
of money to achieve pregnancy only to be treated with outdated methods, which in turn 
results in poorer success rates. 
 
It can be said that the knowledge gained from the support groups made the women feel 
more knowledgeable of treatments and medications (Brochu et al., 2019:1-12). This 
additional knowledge from support groups made the participants of this study untrusting 
of what their doctors offered and often made them feel as though they had to inform the 




“every time you shifting from one doctor to thee other, you filling him in on what the 
other…and that’s , that’s terrible because I think I’m…I’m not there for you…to, to be 
doing your job…filling you in…you should know what you doing…I mean get your 
stuff sorted and…like I felt like every time I went to the second clinic I had to re…I 
had to brief them…this is the medication I want. This is the medication I am taking 
umm……that extra care just wasn’t there.”  P5 
 
Once again, the mention of lack of care is made evident in the above statement. Care in 
the sense in this instance that the doctor did not have the participants’ best interests at 
heart in successfully treating the patient. This lack of care in turn breeds negativity in the 
patient towards the treatment, which could result in a poor life satisfaction if the treatment 
is unsuccessful (Navid et al., 2017:205-210).  
 
“…somebody had just literally thrown medication at me…and expected me to feel 
better…umm…umm…and that was challenging too, because again you left in a 
situation where you don’t want to question because…somebody else is meant to be 
more medically trained than you are.” P2. 
 
In the above quote the participant states that often times one just does as told by the 
doctor who is supposed to be more knowledgeable but left her feeling as though it was 
probably not the best way the doctor could have treated her. In this instance, the 
participant was advised to take an anti-depressant to deal with her emotional state from 
failed treatment cycles. The participant felt as though this could have been dealt with 
differently but did not question the doctor. On consulting with a psychologist, the 
participant was made aware that the drug only made matters worse for her emotional 
state. This is a very blatant example of the notion of lack of care and empathy provided 
by the fertility doctors to their patients (Read et al., 2014:390-395).  
 
3.5 CONCLUSION  
This chapter allowed an in-depth interpretation of the findings and its subsequent themes 
as presented. These themes, furthermore, were explored and substantiated with relevant 
literature to add consistency and credibility to the statements and points put forth by the 
participants of this study. 
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Furthermore, the findings of this study resounded with many prior studies and the 
sentiments shared were substantial. This drives the need for an implementation of 
recommendations to address the needs of infertile women as made mention of both in 
this study and prior studies. 
 
In chapter 4, the findings of this chapter are conceptualised to provide recommendations 
as developed by this study. These recommendations would assist in positively further 








The purpose of this study, as indicated in chapter 1 and 2 (c.f. 1.3, 2.1), was to investigate 
the best practises used by infertile South African women, to improve their own life 
satisfaction (LS), and to further explore and describe these best practises, as utilised by 
these infertile women whilst dealing with infertility.  
 
Infertile women undergoing fertility treatments face many difficulties accumulative to a 
decreased life satisfaction, as is documented in literature (c.f.1.1). As a clinician and a 
Somatologist, the researcher in her field of practise came across many infertile women 
who sought holistic treatments to overcome the stress associated with the fertility 
process. Thus, the ability of an infertile woman to utilise her own strengths and best 
practices in managing and improving her overall LS whilst dealing with infertility is a gap 
that was identified in this study. This notion gave rise to the research question (c.f. 1.2.1): 
What are the best practises, utilised by infertile South African women, to improve their 
own life satisfaction? 
 
This chapter serves as a concluding chapter of the study. Chapter 4 aims to commence 
with a brief overview of the study, followed by recommendations on the way forward as 
well as possible contributions the study aims to lend, this will be backed by a brief 
discussion of any limitations to the study, completed by a general conclusion to the study. 
 
4.2 OVERVIEW OF THE STUDY 
The overview of the study briefly puts into perspective the research process to determine 
whether the study had accomplished what it set out to do. To enable the researcher to 
accomplish the purpose (c.f. 1.3, 2.1, 4.1) of this study, the following research objectives 
(c.f. 1.4) were fulfilled: 
 
- to identify infertile women undergoing treatment, with an increased LS. 
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- to investigate current best practises utilised by the identified infertile women, to 
improve their own life satisfaction; and 
- to describe these best practices, as utilised by the identified infertile women. 
 
In order to address and fulfil these objectives, this study was carried out in two (2) phases 
(c.f. 1.5, 1.6, 2.2, 2.3, 3.1).  
 
4.2.1 Phase 1 
Phase 1 addressed the first objective of this study. This phase was investigative and 
therefore quantitative (c.f. 1.6.1, 2.2.1.1). The aim of this phase as set out by the first 
objective was to identify infertile women undergoing fertility treatment (c.f. 1.5, 1.6.1). The 
infertile women were identified by means of purposeful sampling(c.f. 2.3.1.1) and data 
was collected by means of a self-administered online survey (c.f. 2.3.1.3) that comprised 
of a LS survey (c.f. 1.6.1, 2.2.1, 2.3.1) (Appendix F). A total sample of 40 women 
completed the survey (c.f. 2.3.1.1, 3.2). The LS survey, furthermore, assisted the 
researcher in statistically (c.f. 2.2.1) identifying the infertile women with the highest LS 
scores (c.f. 2.3.1.6, 3.2, figure 3.1). Once these women were identified they were then 
individually interviewed in Phase 2 of this study (c.f.1.6.2, 4.2.2). 
 
4.2.2 Phase 2 
In Phase 2 of the study (c.f. 1.6.2, 2.2.2, 2.3.2), the infertile women with higher LS scores 
as identified by Phase 1 (c.f. 2.3.2.1, 3.2), were individually interviewed. The aim of this 
phase was to qualitatively (c.f. 1.6.2, 2.2.2.1) address the second objective as set out by 
this study. Phase 2 aimed to describe (c.f. 2.2.2.2) and explore (c.f. 2.2.2.3) the best 
practices utilised by infertile women to improve LS. This phase was fulfilled by conducting 
standardised, semi-structured, individual, cognitive interviews (c.f. 1.6.2, 2.3.2.3.1), along 
with field notes (c.f. 1.6.2, 2.3.2.3.2) and a reflective diary (c.f. 1.6.2, 2.3.2.3.3). Interviews 
were conducted until total data saturation was achieved (c.f. 2.3.2.1, 3.2). The sample for 
Phase 2 comprised of a total of six (6) participants (c.f. 3.2, 3.3). 
 
In chapter 3, the findings of the study were presented and discussed as themes and sub-
themes (c.f. table 3.1). These themes and sub-themes were based on the outcome of the 
six (6) in-depth individual interviews which addressed objective three of this study. The 
central theme (c.f.3.3) that emerged from the findings was “Infertile women found that 
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crucial support from various sources, as well as the opportunity to talk about their 
experiences, are of the best practices to improve life satisfaction. The infertile women 
managed themselves holistically in different ways according to their own personal 
preferences and further pointed out the need for accessible and trustworthy information 
to enable informed and tough decisions.” 
 
This chapter focuses on the recommendations that emerged from the findings and 
discussion of this study that have been generated from the participants of this study, as 
is seen in the themes and sub-themes (c.f. table 3.1). These emergent recommendations 
aim to facilitate and enhance the best practices as utilised by this study’s participants to 
improve the life satisfaction of infertile women whilst dealing with infertility. 
 
4.3 RECOMMENDATIONS TO BEST PRACTICES FOR IMPROVED LIFE 
SATISFACTION FOR INFERTILE WOMEN 
The amalgamation of the literature and findings of this study allowed for the development 
of recommendations as is evident in this chapter. It is with hope that these 
recommendations can be utilised by health care providers (i.e. doctors & nurses), 
psychologists, holistic practitioners, wellness therapists (i.e. somatologists and the like), 
and friends and family as a guide to sound practice, in better dealing with the sensitivities 
of infertile women related to infertility.  
 
These recommendations further aim to bring to light the many practices that can and may 
be used by infertile women in an attempt to cope with infertility on a day-to-day basis 
more effectively. These recommendations for both the infertile women and those who 
interact with these infertile women intend to improve the overall life satisfaction of the 
infertile women undergoing infertility treatments. 
 




Table 4.1 Recommendations to best practices of infertile women to improve life satisfaction. 
THEMES RECOMMENDATIONS 
1. Cultivating crucial 
support from 
various resources 
1.1. Facilitating support from partners, close 
family members and friends 
• The support garnered from partners, family and 
friends is integral in the ability of an infertile 
woman to cope on a day-to-day basis as thee 
afore-mentioned are often the first line of 
contact and are the confidants of the infertile 
women and should therefore provide an 
attentive support to their infertile counterparts 
by merely listening to and acknowledging their 
infertility matters by means of group 
counselling, partner therapy and social 
councillors (c.f. 3.4.1). 
 
• Partners supportive of the outcome of the 
fertility treatments whether or not favourable 
and providing support by being  understanding 
to the emotions involved by adding no 
additional negative pressure, are capable of 
easing the stress related to infertility treatment 
as well as alleviating the stigmas surrounding 
the infertility status (c.f. 3.4.1.1). 
 
• Close family members such as siblings and 
parents as well as reliable friends are able to 
lend a shoulder to lean on and an ear to listen 
without prying or the additional pressures of 
insensitivities and bold statements regarding 
the infertile woman’s infertility status. These 
friends and family need to provide empathetic 
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support which positively improves mental and 
emotional health and well-being (c.f. 3.4.1.2). 
 
• Providing accessible information packs and 
creating a more visible awareness via various 
media platforms on infertility and its many 
intricate factors and influences on an infertile 
individual could assist in informing the general 
public to be more sensitive and empathetic to 
those undertaking fertility journeys (Christov-
Moore, Simpson, Coude, Grigaityte, Iacoboni & 
FrancescoFerrari., 2014:605-621). 
 
• Developing a means of educating the public via 
a social media campaign, on infertility, in 
general, should prove to ease and remove 
social, cultural, and western stigmas 
surrounding infertility which in turn will prove to 
reduce the pressure society places on these 
infertile women thereby improving the 
psychological well-being of infertile women and 
creating healthier spousal/partner and social 
relationships (Shirazi, 2020:1). 
 
• An improved social support from family and 
friends as well as an untainted stigmatised 
understanding of infertility ought to have a 
major positive influence on the life satisfaction 
and well-being of infertile women, this can be 
achieved by providing family and friends with 
information packs and sources on infertility 
enabling them to be more knowledgeable on 
infertility (High & Steuber, 2014:157-178). 
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1.2. Establishing credibility of online support 
groups and social media 
• Due to stigmas attached to infertility and being 
ashamed of their infertility status many infertile 
women searched for an anonymous outlet for 
information and support to avoid the feelings of 
insecurity and judgment that came with 
speaking to close family members and friends 
who misunderstood them, there should 
therefore be more easily accessible 
anonymous outlets such as in-clinic support 
groups available to these women (Groll, 2017:1 
& Shirazi, 2020:1). 
 
• On undertaking the virtual support provided by 
online support groups and social media, the 
infertile women utilised it as an information hub 
and found that they often questioned the 
credibility of the information provided by fellow 
infertile women and their personal knowledge 
on these platforms. Establishing, 
implementing, and assigning a fertility doctor or 
medical professional team that is acquainted 
with infertility, to monitor and administrate 
these online groups and social media platforms 
should provide the necessary credibility and 
assurance that these infertile women seek (c.f. 
3.4.1.3). 
 
• Credible and reliable information provided by 
these online support groups and social media 
sites that is medically and professionally 
backed will allow the infertile women to  make 
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better informed decisions regarding their 
infertility, thereby improving their life 
satisfaction (Bedi, Ferrell & Harris, 2019:1552-
1557) 
 
• Anonymous, safe interaction with fellow 
infertile women via credible online support 
groups, that is backed by a credible fertility 
organisation will assist the infertile women in 
coping more effectively with infertility as they 
do not feel isolated and this will in turn have a 
positive impact on an infertile woman’s life 
satisfaction (Grunberg, Dennis, Da Costa, & 
Zelkowitz, 2018:80-89). 
1.3. Facilitating clinic doctors and nurses to be 
more attuned to the needs of fertility 
patients 
• Facilitating a good rapport between fertility 
professionals (doctors, nurses & clinic staff) 
and infertile women attending fertility clinics, 
via constant doctor/patient feedback and 
telephonic/e-mail check ins with the patients 
throughout the treatment interval should 
provide a great support structure that improves 
the coping ability as well as eases the 
uncertainty an infertile woman feels 
surrounding her infertility status (Read, Carrier, 
Boucher, Whitley, Bond, & Zelkowitz, 
2014:390-395). 
 
• Doctors and nurses who are the first line of 
interaction with an infertile woman should 
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assess the psychosocial behaviour of the 
patient and should advise on psychological 
intervention to assist in coping with infertility 
and the trying fertility process (c.f. 3.4.1.4) 
 
• Creating a nurturing fertility clinic environment 
where doctors and nurses are trained to be 
warmer and more empathetic towards their 
patients should assist in easing the physical 
and emotional stress of fertility treatments on 
patients thereby improving the life satisfaction 
of the infertile women whilst undergoing fertility 
treatment  (Esir Ee García, Bautista, Venereo, 
Coll, Vassena, & Erie Vernaeve, 2013:1413-
1418). 
1.4. Establishing medical aid as a crucial 
resource in alleviating financial implications 
related to fertility treatments 
• Alleviating the financial burden that infertile 
couples face when undertaking costly fertility 
treatments via long-term payment structures, 
more affordable fees and medical aid backing 
should ease the financial strain and stress that 
is placed on them, thereby improving life 
satisfaction (c.f. 3.4.1.5). 
 
• Creating awareness among medical aid 
providers that infertility is a disease that greatly 
impacts on the health and well-being of an 
individual and should therefore be covered by 
medical schemes ought to alleviate the 
financial burden many infertile women face 
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(Kiesswetter, Marsoner, Luehwink, Fistarol, 
Mahlknecht, & Duschek 2019:1-12). 
 
• Setting up a fertility organisation backed by 
fertility specialists that drives the need for 
financial backing for its fertility patients, should 
put the necessary pressure on the medical aid 
providers to understand the dire necessity and 
need for such financial aid for its infertile clients 
which should allow more infertile women to 
seek the necessary treatments they require to 
achieve their fertility goals which will further 
improve life satisfaction (The Mail & Guardian 
2016:1). 
 
• Medical Aid funding should make fertility 
treatments more easily accessible to infertile 
women who are financially unable to pursue 
fertility treatment by means of a more 





2.1. Creating self-awareness about one’s own 
experience 
• Access provided by fertility clinics to outlets 
such as fertility self-help groups where one is 
in a safe non-judgemental space to openly 
speak about one’s own fertility journey and its 
related experiences with fellow infertile women 
should encourage infertile women to be more 
open about their fertility status thereby 





• Encouraging vocalisation of infertility through 
media campaigns as well as support garnered 
by fertility organisations should assist infertile 
women in feeling less isolated and should 
further reduce the stigma attached to infertility 
thereby reducing stress and improving life 
satisfaction (Zagami, Roudsari, Janghorban, 
Bazaz, Amirian, & Allan, 2019:95-104). 
 
• Educating infertile women to be self-aware by 
means of motivational talks and discourses 
should assist infertile women in developing a 
powerful self-coping mechanism which would 
increase positivity, thereby holistically 
improving overall life satisfaction (Shreffler, 
Greil, & Mcquillan 2017:644-658). 
 
• Creating social media awareness through 
fertility organisations on how rife infertility is 
should reduce feelings of isolation and prevent 
the impending fear of having to deal with 
infertility (Hinton, 2016:1). 
 
• Educating the general public, through annual  
health conferences, weekly health gazettes 
and social government aids, to seek 
professional advice on their fertility status 
ought to assist women in being better informed 
to make the right choices regarding their fertility 
through earlier intervention thereby improving 
fertility rates (Grunberg et al., 2018:80-89). 
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2.2. Establishing psychological practices and 
resources 
• Allowing infertile women to speak freely and 
openly about their fertility journey via social 
platforms, anonymous support groups and 
psychological counselling should alleviate 
psychological distress (c.f. 3.4.2.2). 
 
• Implementing in-clinic psychological 
counselling throughout the fertility treatment 
should ease the psychological impact that 
infertility has on an individual (Yazdani, 
Kazemi, Fooladi, & Samani, 2016:58-62). 
 
• Fertility clinics should inform and educate 
infertile women on the various resources 
available to manage their psychological health 
whilst dealing with infertility, this would assist in 
developing better coping skills (Fard, 
Kalantarkousheh, & Faramarzi, 2018:476-
481). 
 
• Infertile women who managed their stress 
levels through various wellness and cognitive 
therapies were more mindful of their mental 
and emotional state, this therefore, ought to 
enable them to cope effectively with the 
uncertainty and stressful events surrounding 
fertility (c.f.3.4.2.2). 
2.3. Creating a sense of spirituality 
• Accepting the given reality of their infertility 
status by means of good faith and belief in 
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destiny should assist the infertile women in 
self-management of the situation, thereby 
improving their life satisfaction (Etemadifar, 
Hosseiny, Ziraki, Omrani, & Alijanpoor, 2016). 
 
• Utilising spirituality and faith through prayer 
and meditation, to cope with traumatic and 
stressful events should improve the quality of 
life of infertile women by creating a calm and 
positive mindset (Roudsari,  Allan, & Smith,  
2014:114-123). 
 
• Infertile individuals who ensure they are in tune 
with a greater Being both spiritually and 
religiously were able to be more accepting of 
the outcome of fertility treatments whether 
positive or negative and this in turn should 
reduce emotional and mental stress (Casu, 
Ulivi, Zaia, Martins, Parente Barbosa & 
Gremigni, 2018:156-165). 
 
• Encouraging a spiritual sense of well-being 
through meditative and religious practices 
provided by their religious support groups and 
religious leaders should improve physical and 
mental health thereby creating a holistic and 
harmonious inner self thus positively impacting 
life satisfaction (Romeiro & Caldeira, 2019:173-
189; Weathers, McCarthy, & Coffey. 2016:93). 
 
• Meditation is a holistic means of disconnecting 
oneself from a dire situation in order to align 
one’s mental, emotional, and physical well-
being eliminating the negative stress that 
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infertility is associated with, infertile women 
should therefore meditate within their own 
capacity through spiritual practice or deep 
breathing or via a cognitive counsellor 
(Caldeira, Romeiro, Martins & Casaleiro, 
2019:488-491). 
2.4. Facilitating social, physical, and 
recreational interactions 
• Holistic practices and various recreational 
interactions provided a sense of brief yet 
welcomed escapement from reality for infertile 
women which is an important coping 
mechanism, this can be achieved by means of 
taking up a hobby or relaxing activity such as 
yoga and the like (c.f.3.4.2.4, 3.4.2.5 & 3.4.2.6). 
 
• Social interactions with individuals that could 
relate to the stress related to infertility 
(c.f.3.4.2.4) eased the emotional trauma and 
isolation that these infertile women felt, infertile 
women should therefore speak to fellow 
infertile women regularly through 
acquaintances made on social support groups 
(Grunberg et al., 2018:80-89). 
 
• Online social support groups allowed infertile 
women to develop meaningful and 
understanding relationships with fellow infertile 
women (c.f.3.4.1.3) which should assist in 
improving life satisfaction by means of comfort 
and encouragement especially if they were not 
receiving the much-needed support from 
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partners and family members (Romeiro, 
Caldeira, Brady, Hall, & Timmins, 2017:76). 
 
• Physical practices (such as working) assisted 
infertile women by means of keeping them 
preoccupied from the constant thought of 
wanting to achieve conception (c.f.3.4.2.5). 
 
• Keeping physically active by means of hobbies 
and recreational outings such as getaways 
(c.f.3.4.2.6) should  serve as a coping 
mechanism to unwind and relieve the stress 
associated with infertility (Galhardo, Moura-
Ramos, Cunha, & Pinto-Gouveia, 2015:419-
426). 
 
• The use of holistic practices such as 
acupuncture, massage, meditation, and 
various holistic therapies should assist in 
easing tension and stress by creating a 
rewarding sense of calm and relaxation due to 
the release of feel good endorphins as a result 
of these therapies (c.f.3.4.5.2). 
 
• Infertile women should benefit from various 
holistic practices provided by wellness spas 
and the like, as there is an improvement in 
health and well-being both emotionally and 
physically (Rayner & Willis, 2017:181-201) as 
a result of these holistic practices thereby, 




2.5. Facilitating an appreciative inquiry 
approach to dealing with infertility 
• The ability of the infertile women to self-
manage their emotional, physical, and mental 
well-being whilst dealing with infertility should 
create a positive overall life satisfaction, 
infertile women can self-manage by means of 
getaways and spiritual or wellness retreats or 
by journaling and keeping the mind active 
through hobbies and work activities (c.f.3.4.2) 
 
• Focusing on the positives (future) and taking 
away from the negatives (past/present) 
associated with infertility in creating a mindful 
approach to dealing with the day-to-day 
stressors of infertility as is utilised in an 
appreciative enquiry should be able to assist 
infertile women in coping with infertility thereby 
improving life satisfaction, this can be achieved 
by making use of a life coach. 





3.1. Establishing treatment options and 
processes as a vital first step to seeking 
fertility treatment 
• Transparency on treatment options and 
processes as well as their costs should be 
provided by fertility clinics, and this in turn 
should ease the process of infertile women 
looking for a fertility clinic to meet their needs 




• Free and easily accessible, reliable information 
on fertility clinic websites should ease the 
stress and uncertainty related to the infertility 
process as the infertile women would be more 
trusting of  their doctors and medical 
professionals which in turn would positively 
impact the life satisfaction of infertile women 
(c.f.3.4.3.1 & c.f.3.4.3). 
 
• A doctor - patient consultation that provides 
clear guidelines and information to treatment 
protocols should  assist infertile women in 
making informed decisions (Zagami et al., 
2019:95-104) whilst maintaining a healthy 
emotional, physical, psychological, and 
financial well-being as undue stress whilst 
undergoing fertility treatment is avoided 
(Shreffler, Greil, & Mcquillan, 2017:644-658). 
 
• Well informed and educated infertile patients 
are able to cope better with fertility treatments 
(Ezabadi, Mollaahmadi, Sazvar, Vesali, & 
Omani-Samani, 2019:324-328)  and ought to 
be more likely to pursue treatments to 
overcome fertility thereby improving life 
satisfaction, doctors should take the time to 
answer all the relevant questions posed by 
infertile patients to ensure this (c.f.3.4.3.1). 
3.2. Facilitating Infertility therapist guidance 
• Establishing good rapport between fertility 
patients and fertility clinic nurses and staff, by 
means of a clinic feedback form post 
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consultation should create a harmonious and 
nurturing environment in which infertile women 
feel safe and cared for (c.f.3.4.3.2). 
 
• Constant feedback and check-ins with fertility 
patients by nursing and clinic staff on progress 
and updates with these patients whilst 
undergoing treatments should provide the 
much-needed guidance and counselling for 
infertile women undergoing fertility treatments 
which improved emotional well-being as the 
infertile women felt more informed and there for 
more in control (Collins, 2019:24-34). 
 
• The use of a fertility guidance therapist, 
provided by fertility clinics, to care for the 
individual, emotional needs, and well-being of 
infertile women ought to provide much-needed 
emotional support to improve life satisfaction 
by possibly creating a positive outlook on 
fertility treatment outcomes (Navid, 
Mohammadi, Vesali, Mohajeri, & Samani, 
2017:205-210). 
 
• Adequate emotional support should increase 
the success of infertility treatments (c.f. 3.4.3.2) 
(Read et al., 2014:390-395). 
3.3. Establishing transparent doctor patient 
communication 
• Facilitating a good doctor patient rapport 
should improve communication to improve trust 
(c.f. 3.4.1.4) by means of being able to query 
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any uncertainties without fertility patients being 
judged or rudely addressed by doctors 
hurriedly (c.f.3.4.3.3). 
 
• Implementing an in-clinic patient feedback 
system post consultation should provide vital 
feedback to the doctor regarding the unmet 
needs of the infertile patient (c.f.3.4.3.3). 
 
• Facilitating more time during consultations 
(c.f.3.4.3.3) should allow infertile women to ask 
all the necessary treatment related  questions 
thereby facilitating better informed decisions, 
this can be achieved by the doctor enquiring 
from the patient if they have any questions or 
uncertainties that they would like to address 
before ending the consultation (Shreffler, Greil 
& Mcquillan, 2017:644-658). 
 
• Increase in consultation time should make 
infertile women feel more cared for as doctors 
are not rushed through consultations allowing 
for a more relaxed and caring environment 
(Klitzman, 2018:84). 
3.4. Facilitating the education of doctors on 
nutrition to enhance fertility 
• Adequate nutritional information provided by 
the doctors to infertile women undergoing 
fertility treatments increases their health and 
well-being which should improve the life 




• Good nutrition and the right supplementation 
assist in maintaining health and boosting 
fertility, which is imperative to ensure 
successful fertility treatment, this knowledge 
should be made available by an in-clinic 
nutritionist (Silvestris, Lovero, & Palmirotta, 
2019:346). 
 
• Doctors should be adequately trained at a 
university level, in nutritional guidance for 
fertility patients to provide a holistic approach 
to the treatment (Adamski, Gibson, Leech, & 
Truby, 2018:147-152). 
 
• In-clinic nutritionists should be able to provide 
dietary advice which in turn could positively 
impact stress levels, thereby improving life 
satisfaction as diet and stress work hand in 
hand (c.f. 3.4.3.5). 
3.5. Establishing an informative fertility clinic 
environment related to tests and 
medication 
• Sound advice provided by doctors regarding 
medication and medical testing should ease 
the process for infertile women by eliminating 
any uncertainty surrounding the 
aforementioned (c.f.3.4.3.5). 
 
• Advice provided by clinic doctors and nurses 
on the side effects of medication and or testing 
should prepare the client for any unexpected 
adverse effects which would minimise any 
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undue stress in the already stressful nature of 
fertility treatments (Farquhar & Marjoribanks, 
2018:3-12). 
 
• Doctors should be forthcoming and informative 
in their consultations and follow-up 
appointments with patients at all times, and 
should further guide the infertile patient in their 
medical choices, in doing so the patient should 
feel safer and better cared for by the doctors 
(c.f. 3.3, table 4.1). 
 
• Facilitating up-to-date information provided by 
fertility specialists regarding advances in 
fertility treatments should provide infertile 
women with the surety that they are in the best 
most capable hands and receiving the best 
possible treatment thereby improving life 
satisfaction (Navid et al., 2017:205-210). 
 
• Enabling fertility clinic support groups with real 
time feedback and information on treatments, 
medications, testing and nutrition from qualified 
personnel enhances trust between the infertile 
women and their clinics which should improve 
success rates as the infertile women are also 
more knowledgeable about the fertility process 
and what to expect (Brochu, Robins, Miner, 
Grunberg, Chan, Lo, Holzer, Ouhilal, Tulandi & 
Zelkowitz, 2019:1-12). 
 
• Infertile women who receive empathetic 
support and are more knowledgeable, due to a 
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good doctor patient rapport, should be better 
equipped to handle the stress of a failed fertility 
cycle more effectively thereby improving life 
satisfaction (Gameiro, Boivin, Dancet, De 
Klerk, Emery, Lewis-Jones, Thorn, Van Den 
Broeck, Venetis, Verhaak, Wischmann, & 
Vermeulen, 2015:2476-2485). 
 
4.4 CONCLUDING THE RESEARCH 
This research was prompted by the increased interaction of the researcher with infertile 
women within her daily practice as a Somatologist and clinician in the somatology clinic 
where these infertile women would come seeking a means to overcome the stress 
surrounding infertility and it’s trying process (c.f. 2.3.3). It is with this in mind that the 
researcher identified that there are various coping strategies and mechanisms in place 
for infertile women who are dealing with infertility. There seems to be no existent scientific 
study addressing the facilitation of best practices among infertile women in South Africa 
in dealing with infertility to improve their life satisfaction.  It can be noted that no scientific 
study that deals with the holistic, physical, emotional, and financial self-management of 
infertility by infertile women could be traced. This study, therefore, is based on recognising 
and acknowledging the existence of a gap in the literature to provide infertile women with 
recommendations on best practices to facilitate an improved life satisfaction (c.f. 1.2). 
 
The ability to conduct this study in two phases (c.f. 1.6 and 2.3), allowed the researcher 
to develop a rich and meaningful data set (c.f. 2.2.1 & c.f. 2.2.2). The quantitative phase 
(Phase 1) (c.f. 2.3.1) assisted the researcher in tapping into the participants (c.f. 2.3.1.1) 
with the highest LS score (c.f.2.3.1.6) that would be conducive to Phase 2 by means of 
an online survey (c.f. 2.3.1.4) without compromising the sensitive nature of this study (c.f. 
2.2.1.1). The qualitative phase (Phase 2) (c.f. 2.3.2) of this study utilised a descriptive 
and exploratory design (c.f. 2.2.2) which was effective in exploring the lived experience 
of women dealing with infertility (c.f. 2.2.2.1 & c.f. 2.2.2.3) by means of individual 
interviews (c.f. 2.3.2.3) and it further enabled the understanding and description of the 
best practices as was utilised by the infertile women of this study (c.f. 2.2.2.2). A 
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combination of methods as utilised in Phase 1 and 2 of this study to generate data and 
only these resultant findings were interpreted to produce evidenced-based results.  This 
meant that the diverse limitations inherent in each of the two phases could be offset with 
the strengths of the other, consequently, leading to more robust results by means of 
triangulation.  The thematic analysis (c.f. 2.3.2.4.1) of the findings of the participant 
interviews backed by the scientific evidences of the discussion by means of a literature 
control (c.f. 2.3.5) in chapter 3 of this study was imperative in developing 
recommendations (c.f. 4.6) aimed at improving the life satisfaction of many infertile 
women. 
 
Chapters 2 and 3 provided factual, theoretical, and scientific evidence based on a 
thorough literature study of scholarly authors in the field. Furthermore, this was 
strengthened by the standardised, semi-structured, individual, cognitive interview method 
that was used along with its supportive field notes and reflective diary. It can be gathered 
that this study achieved its purpose (c.f. 1.3) and objectives (c.f. 1.4) as was set out in 
chapter 1 (c.f. 1.2.1). It is made evident from the participants of this study (c.f. chapter 3) 
that there is a need for an involvement of professionals from within the context of 
somatology as well as across other health disciplines to holistically, emotionally, mentally 
and financially assist and aid in the improvement of life satisfaction and overall quality of 
life of individuals faced with infertility. 
 
The fertility doctors deal with thousands of infertile women and cannot treat each case 
individually which is understandable and resultant in the lack of time and information (c.f. 
3.3.3.1) provided to the participants equating to the way these participants feel towards 
their doctors (Ezabadi et al., 2019:324-328; Gameiro et al., 2015:2476-2485). This lack 
of time drives the need for fertility guidance councillors (c.f. 3.3.3.2) who can provide the 
time, understanding and empathy to these women to assist them in better coping with the 
fertility process thereby allowing the women to be more emotionally stable (Navid et al., 
2017:205-210; Shreffler, Greil & Mcquillan, 2017:644-658). If infertile women are more 
emotionally stable and have the adequate support structures to get them through the 
treatment processes, they would be physically and emotionally stronger and happier thus 





The existing support structures (c.f. 3.3.1), more specifically, the online support groups 
(c.f. 3.3.1.3) and the clinic staff (c.f. 3.3.1.4) need to be able to find a means to network 
and provide more credible information to their patients regarding the fertility treatments. 
The online support groups should have a dedicated professional from the fertility clinics 
available to provide sound and reliable information to the women who use these online 
support groups as a research tool. 
 
The need for medical aid (c.f. 3.3.1.5) to bear the financial burden of these infertile women 
is a dire necessity (Klitzman, 2017:1-25). An ease in financial standing provided by the 
medical aid would thus improve life satisfaction drastically. 
 
Lastly, awareness should be created regarding the various holistic means of self-
management and holistic wellness strategies available to these women to overcome the 
mental, emotional, and physical stress of infertility and deal with it appropriately. 
 
4.5 LIMITATIONS OF THE STUDY 
A notable limitation to this study was the sensitive, private nature of infertility as a whole. 
This constraint became evident when the researcher had to conduct the standardised, 
semi-structured, individual, cognitive interviews with the participants. The participants 
were reluctant to be interviewed as they were very emotional and private about their 
infertility status. The researcher set out to overcome this by assuring the participant that 
all interviews were to follow ethical regulations and that participant interviews would 
therefore remain anonymous by the use of non-identifying participant data codes. This 
limitation was a setback as very few participants were prepared to be interviewed and 
was therefore resultant in only 6 participants being interviewed.  
 
Of the participants being interviewed, a few were hesitant to meet in person to be 
interviewed and the researcher therefore allowed for interviews to be conducted 
telephonically or over video call, whichever was more convenient to the participant. 
Telephonic conversations made genuine emotion hard to decipher as facial and body 
expression was not visible to the researcher. Facial and body expressions enabled the 
researcher to note down any bodily cues that relayed the genuine feelings of the 
participant as they spoke, as participants found it difficult at times to be candid about their 
infertility as it is such a sensitive topic. These interview field notes enabled the researcher 
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to make use of a reflexive diary to put into context the interviews of the participants within 
the context of the study. 
 
This research was set out to be conducted at fertility clinics in Johannesburg. The 
researcher found that not all the fertility clinics approached were willing to provide the 
necessary consent to the researcher to obtain participants directly through their premises, 
as was initially set out by the researcher. The researcher overcame this by obtaining 
consent from online fertility support groups to recruit participants from their members, and 
therefore a majority of the participants were obtained in this manner. 
 
The researcher is a novice researcher and therefore the researcher found it daunting to 
effectively articulate thoughts, ideas, and findings across to the readers in a clear and 
understandable fashion. This resulted in a fair delay in the research process towards the 
last chapters of this study. The researcher attempted to overcome this by means of 




As derived from this study the recommendations for practice, education and research will 
be set out below. The recommendations as stated herein are aimed at application across 
all health disciplines that deal with infertile women within the scope of practice, within the 
realm of somatology as a holistic means of practice as well as within the field of health 
science research to garner further insight, awareness and best practices for the infertile 
population at large. 
 
4.6.1 Recommendation for practice 
 
A recommendation for practice would be for fertility doctors to continuously delve into 
research surrounding the emotional nature of infertility. In so doing, fertility doctors would 
be more attuned to the emotional needs of fertility patients and can therefore practise 
empathy whilst dealing with fertility patients to encourage better medical seeking 




Fertility clinic nurses and staff should continuously conduct surveys with their patients. 
This would enable fertility clinics to determine patient satisfaction with regards to service 
received from staff and doctors alike. These surveys would therefore enable fertility clinics 
to enhance and practice upon a more nurturing and informative environment for fertility 
patients. Further, it would create opportunity to address individual concerns highlighted 
by the patients, thereby improving patient satisfaction on a more personal and empathetic 
level. 
 
Online fertility support groups should implement fertility experts to create a more 
professional user interaction. These professionals could deal with and bring light to 
medical concerns and issues that cannot be adequately addressed by the fellow group 
members. Any information on the group should be verified by the professionals to avoid 
any harmful misinformation. In so doing, information provided on these groups would be 
rated valid and reliable, creating a more trusting and informative experience for the 
members of the support group. Furthermore, new infertility sufferers would be more 
knowledgeable with the verified information available, and this would ease the way 
forward in their approach to infertility. 
 
Fertility organisations should have set guidelines for practice for fertility support groups 
and fertility clinics. This would create a streamlined experience for members attending 
online and physical fertility support groups. Fertility organisations should run surveys at a 
clinic level on a continual and regular basis to ensure that fertility patients are being 
adequately cared for by their relevant fertility clinics. This would ensure that all clinics 
adhere to stringent ethical and moral care for their patients on a physical and emotional 
level. The health department of South Africa should back these fertility organisations to 
ensure that they have the relevant power to implement and enforce measures and take 
to task any ill practice if necessary. Furthermore, it will ensure that all clinics are 
knowledgeable about international fertility treatment advancement. This would ensure 
practice upon the most up-to-date fertility treatments and protocols, to provide world class 
care and treatment for South African fertility patients. Decent quality care and treatment 
enable fertility patients to feel noticed and cared for as human assets which enhances 
the life satisfaction of infertility sufferers. 
 
Medical aid should come on board and provide the necessary financial aid to infertile 
sufferers, as infertility is a medical disease that warrants the financial aid of medical 
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insurance fund providers. If infertile sufferers have access to medical aid that funds fertility 
treatments it would ease the financial burden of costly fertility treatments thereby 
improving the life satisfaction of infertile sufferers. 
 
In understanding the stress related to infertility and the toll it takes on individuals on 
various levels, as was made evident by the participants of this study, it was said to have 
a severe impact on the mental and emotional state of infertile sufferers. Cognitive 
behaviour therapy as was utilised by participants of this study, was said to be effective in 
managing their thought processes and seemed to ease the ability to accept the outcome 
of fertility treatments whether negative or positive and this had a profound impact on life 
satisfaction as the participants came to understand that the outcome of fertility treatments 
were dependent on many factors and that they were not to self-blame. Therefore, it should 
be encouraged that infertile individuals undergoing fertility treatment should seek out 
psychological counselling to assist them in dealing with emotions and to learn to cope 
with the stress related to fertility treatments which would assist in improving their well-
being.  
 
The practice of an appreciative inquiry approach through the support and coaching of life 
coaches, psychologists and guidance councillors could prove effective in assisting 
infertile women in managing their highly emotional and stressed mental state more 
effectively. It is the use of positive affirmations as is used by an appreciative inquiry to tap 
into the strengths of infertile women to overcome the negatives by focusing on their ideal 
future or destiny and the possibilities it holds, with or without a biological child, to enrich 
the lives and life satisfaction of these infertile women. 
 
Spiritual practice should be encouraged as spirituality and the reliance on a greater being 
and the belief that all things are in the control of this greater being is of utmost importance. 
If relied upon, spirituality can further assist in reducing the self-blame practice common 
among infertile women. These infertile women through spirituality come to the realisation 
that conception is a miracle that comes into being only if it is meant to be by the Almighty. 
Spiritual practice such as meditation and praying has also proven to calm the state of 





Furthermore, the physical effects that stress and fertility treatments that infertile sufferers 
are subdued to can be paramount. It is in this instance that somatologists are able to play 
an active role in providing holistic care and practice for infertile sufferers to ease the 
physical stress that one may incur from fertility treatments. Encouraging somatologists to 
increase their knowledge and studies on holistic practices that could assist in managing 
the stress of infertility. Improving fertility by means of improved well-being could increase 
the success rate of fertility treatments. This would assist in improving the life satisfaction 
of infertile women and sufferers who seek holistic care to improve their well-being whilst 
dealing with infertility. 
 
4.6.2 Recommendations for Education 
 
Educating the general public on infertility by means of free and visible information via 
various social and media channels would reduce the stigmas surrounding infertility. A 
reduction in stigmas surrounding infertility improves the life satisfaction of infertile women 
as people are more sensitive to infertility as well as more knowledgeable to the factors 
causing infertility and this improves the cultural and social attitude of spouses, family and 
friends who interact with infertile women on a daily basis without adding additional 
pressure on them.  
 
Increased awareness and education on infertility would encourage women to identify their 
fertility status and the importance of fertility health from an earlier age. This would allow 
for early intervention in the fertility process as well as enable career driven women who 
choose motherhood at a later stage to prepare themselves mentally and emotionally for 
the challenges they may face regarding fertility at an advanced age. Individuals who are 
better informed regarding fertility can make better informed decisions, thereby improving 
fertility success and therefore an increased life satisfaction. 
 
It should be encouraged that fertility specialists and doctors educate themselves by 
attending regular conferences and seminars, as they are therefore more likely to be 
attuned to the advances in fertility treatments. Fertility clinics that offer the latest in fertility 
treatments will help to improve success rates of fertility treatments, thereby improving the 




Educating somatologists and holistic practitioners on various treatment modalities in 
dealing with infertility would provide a good outlet for infertile sufferers to deal with stress 
both physically and mentally. Holistic care for infertility can be taught as a module to 
somatologists and holistic practitioners in their relevant fields. This will further encourage 
career advancement and growth in the holistic sector. 
 
Self-management seminars and online conferences for infertile sufferers would arm 
infertility sufferers with the necessary skills to managing their infertility. These seminars 
and conferences would educate the infertile sufferers on the various resources available 
to them that could improve their well-being on all levels, thereby improving life 
satisfaction. Furthermore, it would highlight the best practices as utilised by fellow infertile 
women undergoing fertility treatments and dealing with infertility. 
 
Facilitating TED talks from the experiences of fellow infertile women would allow the 
women to feel less isolated on their fertility journey. Creating awareness and education 
through platforms like these highlights the importance of self-care and self-management 
thereby improving mental and emotional well-being. Furthermore, it sheds light on dark 
areas of infertility regarding information that is lacking on nutrition, medication, and 
treatment protocols. 
 
Encouraging doctors to educate themselves on the nutritional needs of infertile women. 
Necessitating a nutrition module for fertility specialists in training would provide fertility 
doctors with the necessary expertise on nutritional and dietary advice for fertility patients 
that could enhance fertility treatments through improved health and well-being. 
 
Encouraging fertility clinics to be open and transparent with the information and 
knowledge on their services available and the relevant costing with regards to fertility 
treatments. This would allow infertile women to browse their options in comfort, thereby 
easing the financial burden as they are better informed and can therefore choose a clinic 
that would suite their individual financial standing. 
 
Utilising the above recommendations across all sectors in health sciences would facilitate 
the development and implementation of modules on infertility awareness and the 
appropriate care for individuals affected by infertility. Education in this manner would at 
its crux facilitate a caring, nurturing health care environment conducive to a more 
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streamlined approach to dealing with infertility from all aspects of well-being. This would 
further extend itself to a more integrated approach of attending to infertile sufferers with 
attention to mind, body and soul, which is the very essence of holistic treatments carried 
out by somatologists. This would widen the scope and field of practice for somatologists 
and holistic practitioners alike. 
 
An all-inclusive approach to education on infertility to health care professionals and the 
general public would have a positive impact on the lives of present and future infertile 
sufferers. This impact could positively improve the life satisfaction of infertile sufferers by 
means of enhancing the best practices available to infertile women and sufferers to 
enable a more stable coping mechanism. 
 
4.6.3 Recommendations for Research 
 
On completion of this research, it has become evident that there is still significant 
research to be discovered in the health sciences field surrounding infertility and its impact 
on individuals affected by it.  Additionally, from the perspective of holistic practitioners 
and somatologists, there is ample room to indulge in research concerning facilitating and 
enhancing the fertility journey of infertile sufferers by means of holistic and wellness 
practices. 
 
It can also be noted that more research needs to be conducted on the effect of infertility 
on the male counterpart and the management thereof. Infertility is not a one-sided issue 
and research on the male counterpart could significantly assist in creating awareness on 
male infertility and thereby reducing the stigmas and stereotypes attached to female 
infertility across cultural and social norms. 
 
It would derive significant benefit for readers of this research to delve into researching 
fertility treatment standards and protocols and the advancement of fertility practitioners 
and fertility clinics regularly to ensure that all infertile patients are adequately treated 
globally. This would streamline treatment for all fertility treatment seekers, which in turn 
could marginally improve fertility success rates. 
 
Financial aid in coping with the financial burdens of costly fertility treatments is a notable 
research recommendation. To understand the inner workings and excuses for fertility 
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treatments being exempt from financial aid would create an awareness that this is of dire 
need for infertile sufferers and might assist in creating a surmountable pressure on 
medical aid schemes to provide this aid to their members who are suffering with infertility. 
 
The above research recommendations came about strongly through the voices of the 
participants of this study. In so doing, it allowed the research to be placed in milieu of 
what it was set out to do within the context of this research. Placing this research into 
context further anchored the study, creating validity and applicability of the research study 
within the realms of somatology and health sciences. 
 
4.7 REFLECTIONS 
This study aimed to highlight the best practices as utilised by infertile South African 
women in improving life satisfaction whilst dealing with infertility. The design of this study 
enabled the researcher to derive recommendations which can be utilised practically and 
intuitively in the health sciences field. 
 
The recommendations derived from this study highlight the roles of fertility clinic staff, 
nurses, psychologists, and doctors in providing all round support and guidance for infertile 
women seeking fertility treatments. The recommendations shed light on the importance 
and validity of wellness and holistic treatments as provided by somatologists and holistic 
practitioners, as a means of coping with infertility and its related stress and negative 
impact on well-being.  
 
The importance of spouses, family, and friends as support units on a daily basis was an 
important factor that assisted the infertile participants of this study as they were able to 
vent and speak about their emotions. The anonymity that online fertility support groups 
provided when these infertile women felt isolated from their immediate support networks 
was just as important as well as the information and support base these online support 
groups provided when the infertile women felt they needed more information or advice on 
fertility treatments, medication and tests as the availability of information was severely 
lacking. 
 
It is to be well noted that the life satisfaction of infertile women undergoing fertility 
treatments is an intricate balance of knowledge, various social support mechanisms, 
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professional support as well as health and wellness practices. If any of these were lacking 
in any way or means, then the life satisfaction of these infertile women would be 
negatively affected. It is essential that these delicately interwoven aspects of an infertile 
woman’s life are well balanced and satisfactory to provide utmost support when needed. 
Infertility is a tumultuous journey that wreaks havoc on every aspect of an individual’s life, 
and no person should have to deal with it in isolation. Awareness through education and 
easily accessible information is crucial in improving the understanding of infertility and to 
improve the life satisfaction of infertile sufferers. 
 
4.8 CONCLUSION OF CHAPTER 
The focus of chapter 4 was on the recommendations of best practices to be utilised by 
infertile women that were derived from this study and its resultant recommendations to 
improve the life satisfaction of infertile women. The researcher noted any limitations to 
the study that could be overcome in future research. The recommendations provided and 
elaborated upon can be used to improve the practice, education, and research of this field 
of interest within the context of health sciences and somatology. 
 
The recommendations within this chapter are developed from and based upon the actual 
experiences and opinions of the participants (i.e. infertile south African women 
undergoing fertility treatments) of this study. These recommendations can be used by 
fellow somatologists, doctors, nurses, psychologists, and various health professionals 
alike to enhance the best practises utilised by infertile women in improving life satisfaction 
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APPENDIX C 
CONSENT FORM TO FERTILITY CLINICS AND ONLINE FERTILITY 




DEPARTMENT OF SOMATOLOGY 
RESEARCH CONSENT FORM TO RECRUIT PARTICIPANTS 
 
BEST PRACTICES UTILISED BY INFERTILE WOMEN TO IMPROVE LIFE SATISFACTION 
 
Date:  _____________________ 
 
Please initial in each box below: 
 
I confirm that I have given permission that participants for this study can 
be recruited from my medical practise/online support group. 
 
 
_____________________  _____________________   
Dr/Administrator Surname   Signature of Dr./Administrator  
 
 
_________________     _____________________ 
Name of Researcher    Signature of Researcher 
  
Participant Initials: _________  5 
 
APPENDIX D  
CONSENT FORM TO PARTICIPATE IN ONLINE SURVEY 
 
 
DEPARTMENT OF SOMATOLOGY 
RESEARCH CONSENT FORM TO PARTICIPATE IN ONLINE SURVEY 
 
BEST PRACTICES UTILISED BY INFERTILE WOMEN TO IMPROVE LIFE 
SATISFACTION 
 
Please initial each box below: 
 
       I confirm that I have read and understand the information letter dated 
07/03/2018 for the above study. I have had the opportunity to consider the information, 
ask questions and have had these answered satisfactorily. 
 
 
                    I understand that my participation is voluntary and that I am free to withdraw 




      I agree to take part in the above study. 
 
____________________       _______________________  ________________ 
Name of Participant        Signature of Participant Date 
 
 
____________________      ________________________  ________________ 
Name of Researcher       Signature of Researcher Date  
Participant Initials: _________  6 
 
APPENDIX E 
CONSENT FORM FOR INTERVIEWS TO BE AUDIO-TAPED 
 
DEPARTMENT OF SOMATOLOGY 
RESEARCH CONSENT FORM FOR INTERVIEWS TO BE AUDIO-TAPED 
 
BEST PRACTICES UTILISED BY INFERTILE WOMEN TO IMPROVE LIFE 
SATISFACTION 
Please initial each box below: 
 
       I hereby give consent for my interview, conducted as part of the above study, 
to be audio taped. 
 
 
                    I understand that my personal details and identifying data will be changed in 
order to protect my identity. The audio tapes used for recording my interview will be 
destroyed two years after publication of the research. 
 
 
      I have read this consent form and have been given the opportunity to ask 
questions. 
 
____________________       _______________________  ________________ 
Name of Participant        Signature of Participant Date 
 
 
____________________      ________________________  ________________ 
Name of Researcher       Signature of Researcher Date






This section of the questionnaire refers to background or biographical information. Although we 
are aware of the sensitivity of the questions in this section, the information will allow us to compare 
groups of respondents. Once again, we assure you that your response will remain anonymous. 
Your co-operation is appreciated. 
Patient Name: _______________________   Date: ______________________ 
1. Ethnicity: 
Asian Indian Caucasian African Other 
if other, please specify: 
 
2. Religion: 
Christianity Judaism Islam Hinduism Other 
If other, please specify: 
 
3. Age: (in years) 
_____________________________________________________________________ 
4. Marital Status: 
Married 
Single 
 (never married) 
Divorced Widowed Co - habit 
5. Type of infertility:  
Primary Secondary 
6. If primary: 
a. Cause of infertility: 
 
7. If secondary: 
a. Number of previous successful pregnancies: 
 
b. Length of time to fall pregnant with each successful pregnancy. 
 
c. Current cause of infertility: 
 
Participant Initials: __________  8 
 
8. Date of diagnosis of infertility? 
 
9. Length of time currently trying to fall pregnant. 
 
10. Have you previously received medical intervention for infertility prior to attending this 
clinic? 
Yes No 
11. If yes: 








12. If no: 
a. State reason/s 
 
 
13. General health: 
Poor 
(Constantly feel ill) 
Average 
(Have good and bad days) 
Good  
 (have no discomfort) 
If poor or average, please state reason/s: 
 
 
14. Have you or are you currently receiving psychological counselling? 
Yes No 
15. If yes 
a. When? 
 






Life satisfaction Questionnaire – 9 (LISAT-9) 
Adapted from Fugl-Meyer AR, Branholm IB, and Fugl-Meyer KS, Happiness, and domain-specific life satisfaction 
in adult northern Swedes, Clin Rehabil, 5: 25-33, 1991. Used with permission from Sage Publishing. 
 
Patient Name: ________________    Date: ___________________ 
Section B aims to determine how satisfactory you perceive the following aspects of your life. 
Kindly indicate the number which best suits your situation for each of these statements. 
1 = very dissatisfying              4 = rather satisfying 
2 = dissatisfying   5 = satisfying 
3 = rather dissatisfying  6 = very satisfying 
 
       Please circle one number for each statement 
 
Life as a whole is     1 2 3 4 5 6 
My ability to manage my self-care* is  1 2 3 4 5 6 
*(dressing, hygiene, transfers, etc.) 
My leisure situation is    1 2 3 4 5 6 
My vocational situation is    1 2 3 4 5 6 
My financial situation is    1 2 3 4 5 6 
My sexual life is     1 2 3 4 5 6 
My partnership relation is    1 2 3 4 5 6 
My family life is     1 2 3 4 5 6 
My contacts with friends and acquaintances are 1 2 3 4 5 6 
 
          Sum: __________
Participant Initials: __________  10 
 
APPENDIX G  
RESEARCH STUDY INFORMATION LETTER  
 
 
DEPARTMENT OF SOMATOLOGY 






My name is FATEMA DENATH  I WOULD LIKE TO INVITE YOU TO PARTICIPATE 
in a research study on the best practises utilised by infertile women to improve life 
satisfaction 
 
Before you decide on whether to participate, I would like to explain to you why the 
research is being done and what it will involve for you. I will go through the information 
letter with you and answer any questions you have. This should take about 10 to 20 
minutes. The study is part of a research project being completed as a requirement for 
a Master’s  Degree in Somatology through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to investigate and describe the best practises, 
currently used by infertile women, to improve their own life satisfaction (LS). This study 
aims to recommend and provide essential information for Somatologists, Medical and 
Health professionals working with infertile South African women in terms of addressing 
various means of how infertile women currently improve their LS. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participation in this research study. Please read 
Participant Initials: __________  11 
 
through these. If you have any further questions, I will be happy to answer them for 
you. 
 
DO I HAVE TO TAKE PART? No, you do not have to. It is up to you to decide to 
participate in the study. I will describe the study and go through this information sheet. 
If you agree to take part, I will then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? 
Should you so choose to participate in this study you will be required to: I. Sign the 
consent form. II. Complete a questionnaire comprised of two (2) sections: Section A – 
biographical data, Section B – a life satisfaction survey and, III. You may be chosen 
to undergo an interview with the researcher (which will be audio-taped) to discuss the 
best practices utilised by you to improve your life satisfaction. The questionnaire 
should take you approximately 20 minutes to complete. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide 
to participate, you are free to withdraw your consent at any time without giving a reason 
and without any consequences. If you wish to withdraw your consent, you should 
inform me as soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: You will not be paid to participate in this study and will not 
bear any expenses. 
 
RISKS INVOLVED IN PARTICIPATION: The study instrument involves no 
foreseeable physical discomfort or inconvenience to you or your family. 
 
BENEFITS INVOLVED IN PARTICIPATION: Your contribution to the study would 
assist in providing insight on various aspects that could be utilised to improve the life 
satisfaction of women suffering from infertility. There will be no financial benefit due to 
you for voluntary participation in the study. 
 
  
Participant Initials: __________  12 
 
WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous 
means that your personal details will not be recorded anywhere by me. As a result, it 
will not be possible for me or anyone else to identify your responses once these have 
been submitted. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The 
results will be written into a research report that will be assessed. In some cases, 
results may also be published in a scientific journal. In either case, you will not be 
identifiable in any documents, reports, or publications. You will be given access to the 
study results if you would like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY? The study is being organised 
by me, under the guidance of my research supervisor at the Department of 
Somatology in the University of Johannesburg. This study has not received any 
funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was 
allowed to start, it was reviewed in order to protect your interests. This review was 
done first by the Department of Somatology, and then secondly by the Faculty of 
Health Sciences Research Ethics Committee at the University of Johannesburg. In 
both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 
research study, its procedures or risks and benefits, you should ask me. You should 
contact me at any time if you feel you have any concerns about being a part of this 
study. My contact details are:  
 
Fatema Denath 
076 655 0929 
Phatzs.1@gmail.com 
 
You may also contact my research supervisor: 
Dr. Karien Henrico 
karienr@uj.ac.za 
Participant Initials: __________  13 
 
If you feel that any questions or complaints regarding your participation in this study 
have not been dealt with adequately, you may contact the Chairperson of the Faculty 
of Health Sciences Research Ethics Committee at the University of Johannesburg: 
 
Prof. Christopher Stein 
Tel: 011 559-6564 
E-mail: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more 
specific information about this research project information, have any questions, 
concerns or complaints about this research study, its procedures, risks and benefits, 
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 APPENDIX H  
ADVERTISEMENT IN FERTILITY CLINICS 
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APPENDIX I 
SAMPLE TRANSCRIPT OF PARTICIPANT INTERVIEW 
Participant 1: 
Start of interview [0:03] 
Researcher: 
Okay, participant, thank you for…umm…allowing the time and allowing your presence for the interview 
for my research study. Umm…you are aware that the study has to do with…umm…coping strategies or 









So, I’m going to ask you your first question. What methods and strategies do you utilise to increase your 
own life satisfaction, whilst dealing with infertility? 
Participant: 
Okay…so…umm…I think…umm…being part of the support groups for women that are infertile has 




Because you then understand that you’re not alone…umm…in this…umm…in this scenario and you not 




Umm…so I, I really place a lot of reliance on the fertility groups where people give advice in terms of 
…umm…how to address…umm…like, with the IVF process itself, I was not sure of how to go about…how 
do you do it? What does it entail? How much does it cost? And I found the support groups were actually 
quite helpful in that, you could post any question… 
Researcher: 








…and so helpful.so that you actually feel better because it’s so stressful knowing…first of all you have to 
just…come to terms with the fact that you (are) infertile and then secondly is…what happens now? 
What are my options? So, I think…I think through the support group that has helped in, in knowing that 
you can go for these treatments, but not only that you have these days where you try so much and you 








…I’m tired of going to…umm…the fertility clinic and when you think that this is the…or next week I’m 
going to have the embryos put back or whatever…the doctor says “No! there’s something else that 




So, I need to now wait another three months and there’s those days where you feel like you’ve just had 





…because…they not going through…emotionally they not going through the, the what you’re going 
through emotionally, physically…umm…and…they can only offer you some empathy to a certain extent. 




  17 
 
Participant: 




Umm...that has helped me because you know they say, “we know what you’re going through, we 





Umm…I also listened to my partner…uh…in terms of saying that his very…umm…he calms because 
his…he’ll say some stuff like “look we’ll try…but if it doesn’t work, it’s still fine” 
Researcher: 
Yes. Yes, uh hmm… 
Participant: 




So, having him meant knowing that, because…sometimes you have this fear thinking but if I can’t have 
kids…you know, how does my partner feel about that? Umm…would they rather be with somebody then 
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…umm…that…umm…I speak to that constantly ask, “how’s things going?”. My…I have best 
friends…uh…you know…umm…”how can we help? Can we maybe come to you to the clinic”…uh…”for 








Umm…I think also…I’ve reached a point where…myself in the beginning it was very difficult once I heard 




Uh…because of that I won’t be able to conceive naturally. Well after I went through for 




…and then would have to go for IVF. So that was a shock, sitting there thinking… 
Researcher: 


















And it’s daunting too? So… 
Participant: 










It’s a very personal and private thing! 
Participant: 
It…it’s, it’s not a…yes, it’s personal…but I think there’s kind of like a stigma attached to it… 
Researcher: 

































….that are going through infertility. 
Researcher: 

















Umm…my husband understands that, and he supports…he supports me in whatever decision I make. If I 
tell him I’ve done two rounds…I’m tired, I don’t want to go through it again because its financially, 




…he’ll say, “it’s okay!” and he won’t force me. So, I think knowing that I have the support…umm…and 
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…but I think, it’s more so…umm…my personal journey and my, my partner that understands that that 
helps me. 
Researcher: 















But at the end of the day the journey that you’re going through is…you want to have a child and with 
your partner. 
Researcher: 
Exactly! Yes, yes. 
Participant: 




And…do, do they want to say…”you…I don’t care you have to go to two, three, four, five, six rounds”… 
Researcher: 




…”because I want a child…and if I don’t have a child that for me [takes a breath]…I need somebody 








That want to have a son 
Researcher: 
Uh hmm…uh hmm… 
Participant: 








Uh…because I know I have friends that are like that… 
Researcher: 
Yes. No, definitely! 
Participant: 
But with my husband he was like, “we’ll do how many you wanna (want to) do and you’re doing your 
best and if it doesn’t work then it doesn’t work but we’ve tried” 
Researcher: 
You’re fortunate his very supportive 
Participant: 
His very supportive! 
  24 
 
Researcher: 




So, that’s good. 








…or a retreat? Or how do you go about…umm…overcoming those down days just to lift and boost 
yourself up again? 
Participant: 













And as much as I’d like to be…I am, I am truly, truly, truly, truly, so happy for her… 
Researcher: 
Yes, yes. 
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Participant: 




And I keep on like asking her, “how are you feeling?”. Baby is due in July…and…umm… “when baby’s due 










You’ve got that…. 
Participant: 








So…so I think a lot of it recently has been triggered by the…uh…the b…baby shower invites…while I’m 




And also, with the age…you know? 
Researcher: 








Getting another year older 
Researcher: 
Times ticking…yes. [giggles] 
Participant: 




Because I, I don’t feel that I need to…umm…close it up or ignore it or just bottle it. Because it’s not 
















So, I, I just allow myself to go through it. 
Researcher: 

















“…and just be happy for her and, and I’m sure…”. Look because they also know what I’m going through 
















But other than that, she won’t say anything  





So, I think people around me also are aware. 
Researcher: 


























…or sorrows that you have. 









And I’m already feeling better  
Researcher: 
Ah… that’s good! 
Participant: 








And my husband even knows his, his…like he’ll, he’ll…if he sees that I’m down or whatever. His like, 








So, believe it or not it’s, it’s her. [chuckling] 
Researcher: 
That’s good. She’s your healing gemstone… 
Participant: 
[laughter] Yes, she is. 
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Researcher: 
… if you put it that way. [laughter] 
Participant: 
[chuckling] she is. 
Researcher: 
That’s good! 
And then you mentioned support groups and you feel like you not alone and you’ve made 




So…on these down days, do you perhaps maybe contact these friends that you’ve made or 
acquaintances that you’ve made, and do you say, “okay, let’s go out for a coffee and lets chat about our 




Is that something that you do? Or… 
Participant: 












But what I do…strangely enough is on that IVF support group… 
Researcher: 
Yes. 
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Participant: 




On any given day somebody is having a down day. 
Researcher: 
Yes, yes. That’s true! 
Participant: 
















So, then I just go through the comments and I just read through it and then…and, and it’s just… 
Researcher: 
You’re not the only one with a bad day. 
Participant: 




And I’m not…I’m not the only one going through this…it’s normal. 


































“…so, all I can do is wait” 
Researcher: 
Yes. 
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Participant: 




So, I just quickly make myself feel better. 
Researcher: 




…to the next step. Yes. 
Participant: 









…then it’s my husband. [laughing] 
Researcher: 
Your healing gemstone [laughing] 
Participant: 
[laughing] Yes, she is. 
Researcher: 
Alright, cool! 




Would you maybe say that this is one of your coping strategies…k-keeping yourself busy? 
Participant: 




Or knowing that you have work to take your mind off of it? 
Participant: 
It is…it is definitely a coping strategy. 
Researcher: 
Alright. Okay cool! 
Participant: 
It is because otherwise you have…endless hours…just sit and think and ponder and… 
Researcher: 




…all the thoughts. [chuckling] 
Participant: 
So…yeah…before you know it month one is done…I’m going in for my second lucrin. Month two is done…I’m going 




…its ready too…so yes! [chuckling] 
Researcher: 
Alright, cool! 




So, now that you’ve told me about your coping meth…methods and your strategies, what resources do you feel 
would you like made available to you to help better manage your life satisfaction? 
Participant: 
[takes a deep breath] Uh…umm…[thinking]…[deep breath]…so…resources…umm…I’m just trying to think what’s 
lacking at this moment…and…I don’t really…look the if…if I had not been part of the IVF support group… 
Researcher: 
Uh hmm… 
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Participant: 









And that you can just…you can just post a question… 
Researcher: 
Yes. 




















…and I don’t know how long…and I don’t know what it’s doing… 
Researcher: 








So, in terms of knowledge. Why I’m doing stuff? And where I’m heading to…I think I’m covered from the clinic and 




Umm…and then in terms of the support and coping mechanisms…umm…work is quite understanding. If I have to 






















Uh…or that I need or that’s gonna (going to) help me… 
Researcher: 








Ya…I don’t…I dunno (don’t know) sorry… 
Researcher: 

















…so, reflexology or aromatherapy. Would these types of things perhaps be something that you could use as a 
resource to help with your…? 
Participant: 




Umm…and so there are options available. 
Researcher: 
Yes. 
  38 
 
Participant: 
I just…haven’t had the time… 
Researcher: 
Haven’t explored it yet? 
Participant: 




















My problem is time…I haven’t had time to do it…but I want to do it [laughing] 
Researcher: 
[laughing] Yes, yes. 
And then…you said like your support groups are like you feel that’s like your main…your main resource that you 
rely on and fall back on to…umm…but do you feel that there are enough support groups within south Africa or that 
the ease to obtain…umm…knowledge or…umm…or did you have to find out from somebody, somebody, 
somebody or did you find it with relative ease and do you think there are enough? 
Participant: 
I just went onto Facebook and I was like IVF [laughing] 
Researcher: 
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[laughing] Use it as a search tool… 
Participant: 
















Umm…and actually I only go on one because I think it’s sufficient… 
Researcher: 
The one that’s more… 
Participant: 
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And you don’t want somebody having a down day now to…to…so I’ll just…I’ll just be like scroll, scroll, scroll… 
Researcher: 
Don’t want to [chuckling]…yeah! 
Participant: 
























…umm…and umm…it’s a lot. 
Researcher: 
















And it’s quite interesting because you have some people there that have…umm…more experience so, they able to 








Umm…and which you find you also asking the same questions. 
Researcher: 
Yes. But maybe afraid to ask it or don’t know how to ask it.  
Participant: 
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Umm…you have some of those rare questions that pop up and you like okay I, I don’t know about this because I 














So, it does bring in a lot of new knowledge for you as well? 
Participant: 
















But at least, now I have an understanding of like what… 
Researcher: 




…you know…it should be. 
Researcher: 
Where it is…Yes. 
Participant: 

























I don’t think I need another one. 
Researcher:  
That’s good. That’s good. 
And then in terms of your actual clinic that you with, right? 





Would you feel that it would be appropriate for these clinics to create a support group within themselves? So, that 
you have like your own little family from the same clinic, talking about the same things, do you think that would be 
beneficial because you know that it’s the same doctors that you dealing with, so, you can talk about the same 
things? 
Participant: 





I mean Dr. Terry’s* name or whatever…comes up on every post…[laughing] 
Researcher: 
[laughing] and it makes you wonder… 
Participant: 
That doctor, clinic A*, clinic B*…uh…what’s the other one in the corner…umm…clinic C*… 
Researcher: 
Yes, clinic C*. 
Participant: 












But clinic C* did? 
Researcher: 
Uh hmm… 
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Participant: 
































And I’m not saying…umm uh…clinic B* is obviously considered one of the better ones… 





















Actually, gives you the opportunity to see whose doing what differently. 
Researcher: 
Yes. All the different options. 
Participant: 
So, you can go and say, “that lady did intralipids at clinic C*, why aren’t you giving me the intralipids here?” 
Researcher: 
Yes, yes, yes. 
Participant: 




I think you better informed. 
Researcher: 
Yes. 
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Participant: 




Obviously, then the, the good thing would be that…umm…actually I think it’s, it’s sufficient that you have a group 








Umm…so, as for the positives, I think it’s one and the same having multi-mixed versus one. But in the negatives, 
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But I think, just being on one that’s part of your own clinic has that major disadvantage. 
Researcher: 
It’s a bit too much of a safe space, perhaps? 
Participant: 
Yeah! And it and… 
Researcher: 
Because you’re keeping it within. Just with in that confines and you not making yourself knowledgeable of what 
else. 
Participant: 
Within there. Yeah. So, so I think if, if there is going to be a need for one like that, then you going to have to have 










It touches, its touches base on all things that you need form it. 
Participant: 
On everything. Yeah. I don’t think there’s anything specific that, that the ladies form clinic B* are going to tell me 
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Umm…but also, as I said, they quite umm…they quite good with their communication. 
Researcher: 
So, that’s good. 
Participant: 




If there’s any question…because I see, sometimes I look on the group and I’m like people ask umm, “should I be 
taking this or…should I?” 
Researcher: 
Things that should be known. Yes. 
Participant: 
And I…I’m like didn’t your co-ordinator tell you this? 
Researcher: 
Yes, ask your clinic sisters. 
Participant: 













You know? She says! But now when you come on and you say, “guys I’m on lucrin and I’m having these hot flushes 
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Umm…we have a lot of information available at my fingertips… 
Researcher:  
Yes. Which is good. 
Participant: 















Thank you, participant, for your time. Is there anything else that you’d like to add that you feel maybe could add to 
what I’ve asked you? And if perhaps I walk away from this and you feel there is something that comes up regarding 




You’re more than welcome to drop me an e-mail and it will add towards the research as well. 
Participant: 
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…and paying for IVF. So, company A*, which is a chartered accountants medical aid fund, has two options; uh…but 








And they pay for the, for the IVF. 
Researcher: 
Oh! That’s amazing! Yes. 
Participant: 








Uh, uh…to then also help them fall pregnant  but also have better quality of life. 
Researcher: 
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And they look and they say, okay she has stage 4 endometriosis, she has gone for a, for a laparoscopy, 6 months 












It’s a medical condition! 
Researcher: 
Definitely! Yes.  
Participant: 












Is not, is not correct! Umm… 
Researcher: 
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A medical cause. 
Participant: 




And uh… I just think, that, that would ease the burden financially. 
Researcher: 
Yes. Uh hmm… 
Participant: 




But at the end of the day as well that financial strain… 
Researcher: 
It’s a big strain. 
Participant: 
It’s a big strain! Thinking, where am I going to get the money to do this 
Researcher: 
Yes. Uh hmm… 
Participant: 
And if I want to go for another round? I’m constrained because I’ve already done two rounds and that took away 








So, so … 
Researcher: 
And that alone can decrease your quality of life? 
Participant: 




Because you feel like, I can’t give my all to achieve what I want to achieve 
Participant: 





























And why can’t medical aid A * now…umm… 
Researcher: 
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Pick up on it…and? 
Participant: 




















So, I think, that’s…that’s severely lacking umm…in, in south Africa. 
Researcher: 
Yes, definitely. Definitely. 
Participant: 




It doesn’t make sense, I can’t work out in my head why would, they would say. IVF  is not cosmetic surgery! 
Researcher: 
No! it isn’t! 
Participant: 
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I’m not going in there to tighten my skin or to pull in… 
Researcher: 
No. to come out looking like a million bucks [laughter} 
Participant: 














It does. And I mean, your medical aid covers your umm, your psych – psychologist visits and your therapies and all 




So, they should actually yes, touch base on it as well. So… 
Participant: 
So, I don’t know what, I don’t know if you’ve looked at that and what’s the actual research is out there about 








Why doesn’t medical aid A* like give me a proper, proper reason? 





You know? Umm…So, maybe that needs to be explored and… 
Researcher: 




And your patience! 
 
